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(1) Introduction
Formulation is seen as one of the four core skills in the Division of Clinical 
Psychology’s ‘Core Purpose and Philosophy of the Profession’ (DoCP, 2001). It is 
viewed as occupying a fundamental place in the Clinical Psychologist’s role as a 
Scientist-Practitioner (Waddington & Morley, 2000) and is now considered central to 
the professional practice of clinical psychology (Kinderman, 2001). The ability to 
formulate is now at the forefront of clinical psychology training and is a significant 
part of the assessment process, yet Harper and Moss (2003) recall that during their 
training in late 1980’s and early 1990’s it was barely mentioned. Crellin (1998) notes 
that formulation has not been viewed as a defining central characteristic of clinical 
psychology until recently, despite the term beginning to appear in Clinical Psychology 
in the 1950’s. The recent rise in importance of case formulation (CF) has led to 
ambivalence among some Psychologists (i.e Harper & Moss, 2003). The reason for 
this is that although,
A good case formulation is viewed by clinicians from many therapeutic 
modalities as essential to effective treatment. Unfortunately, few empirical studies 
have been conducted to test this important hypothesis.
(Persons, Mooney & Padesky, 1995; page 21)
Despite the emphasis placed upon formulation in clinical practice, little is known 
empirically about CF particularly within a cognitive behavioural (CB) model. The 
research base is weak for CF within a CB model (Persons & Tompkins, 1997), 
although it is the most widely practiced model in the UK,). There has been a tendency 
for clinicians to adopt CF and consider it basic to daily clinical practice, yet it is an 
area that has been neglected by the researcher (Tarrier & Calam, 2002). The author is 
currently a trainee being taught the skill of CB CF and being encouraged to formulate 
with clients and within case reports. It is therefore, vital to gain an objective evidence- 
based understanding of whether CB CF is merely a desirable or actually an essential 
part of the therapeutic process and planning of an intervention.
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Eells, Kendjelic and Lucas (1998) suggest that one reason that CF has not been 
studied more may be the lack of consensus about what a CF is. Therefore, this essay 
will initially aim to establish a clear definition of what is meant by CF within a CB 
model. The focus will then turn to discussing whether CF is a desirable or essential 
part of the therapeutic process and planning of an intervention. This will be addressed 
in two parts; firstly it will discuss the arguments and evidence for CF within a CB 
model being essential, and secondly it will look at the arguments and evidence for CF 
being desirable although not essential. The necessity of CF will be discussed in 
relation to the therapeutic process and planning of the intervention. Due to the 
therapeutic process encompassing all aspects of therapy, including the planning of the 
intervention, these will be discussed together. Both of these involve the therapist and 
the client and therefore both parties will be considered. As already noted, the area of 
CB CF has been neglected by research. The literature available argues for the 
necessity of CB CF but this is not always supported empirically. Although more 
research has been conducted on CF within other models such as psychodynamic or 
behavioural, discussions of this research will be avoided unless directly relevant to the 
arguments raised. This essay will draw on all relevant literature, then discuss the 
implications of this in relation to its strengths and weaknesses, before conclusions are 
drawn.
(2) Definition ofCB CF
A CF can be defined as a set of hypotheses about the causes, precipitants and 
maintaining influences of a person’s psychological, interpersonal, and behavioural 
problem.
(Eells, 1997; page 1)
A CF is theory driven, and problems are explained on the basis of structures and 
processes of a psychological theory, CB CF has its origins in Cognitive and Behaviour 
Theory. The cognitive element of CB CF states that problems result from underlying 
mechanisms or beliefs that are activated by life events. The behavioural element 
focuses on functional analysis, which identifies and measures a problem and uses this
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as an objective measure of treatment outcome. Therefore, a CB formulation is a 
hypothesis about the structural and functional mechanisms underlying and 
maintaining problematic behaviours (Persons and Tompkins, 1997). Several different 
types of CB CFs have been developed (Beck 1976, Persons, 1989, Padesky and 
Mooney, 1990 as cited in Wills and Sanders, 1997). These are designed to be 
idiographic (individualised) and can be applied to the client’s problems and serve as a 
basis for an individualised treatment plan. They are different from nomothetic 
(general) formulations for specific disorders such as panic disorder (Clark, 1986) from 
which manual based or standardised treatment protocols are devised. It is idiographic 
CB CF that will be considered when discussing whether CB CF is a desirable or 
essential part of the therapeutic process and planning of the intervention.
(3) Arguments and Evidence for CB Case Formulation being 
an Essential Part of the Therapeutic Process and Planning of the Intervention
(a) The Therapeutic alliance
A CB CF could be considered essential due the contribution it makes to the client- 
therapist relationship. Research has shown that therapeutic alliance is central to the 
therapeutic process and the outcome of CB treatments. (Lubordky, McLellan, Woody, 
O’Brien and Auerbach, 1985). Persons and Tompkins (1997) suggest CB CF can 
enhance the therapeutic alliance in the following ways:
(T) By helping the therapist understand the clients behaviour
Turkat and Brantley (1981) argue that CF helps the therapist understand and work 
effectively with the client’s interactions with them. It offers a framework through 
which the client’s behaviour towards the therapist can be understood. It does this 
through assuming that the client’s behaviour with the therapist is driven by their 
central underlying problem. Tompkins (1999) uses the example of a therapist being 10 
minutes late for a session. The client states that this isn’t a problem but as the session 
progresses they are not fully engaging. From the CF the therapist hypothesised that by 
being late they may have activated the client’s belief that “Others don’t care about 
me”. The therapist was able to use the CF to explore this hypothesis and understand 
and work on the problem. This example illustrates how a CB CF helps the therapist
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understand the client’s behaviour towards them, which helps them cope with 
difficulties that arise in the therapeutic relationship. Persons (1989) provides examples 
of how the CF can help overcome difficulties with lateness, angry outbursts, excessive 
compliance, passivity and requests to come more or less frequently. From the author’s 
experience CF has shown to be an effective means of understanding and overcoming 
such problems.
(ii) Predicts potential problems
CB CF can be used to predict potential problems with the therapeutic relationship 
(Persons, 1989). Through observing the client’s interactions with them, the therapist is 
able to gain an understanding of the client’s relationships with others and their 
underlying beliefs. From this, the therapist can predict problems and may be able to 
prevent them from occurring, or be prepared to deal with them effectively and 
therapeutically when they arise. For example a client who believes “I can’t survive on 
my own” may be over dependent on the therapist and have difficulty coping if the 
therapist goes on leave. By being aware of this, the therapist is able to work directly 
with the client on this problem prior to going on leave.
(lip Aides collaboration and is a shared process
Persons and Tompkins (1997) state that a CF that is shared between the therapist and 
client can strengthen the therapeutic alliance. They argue that whenever possible the 
process of formulating a problem should be highly collaborative and one of ‘guided 
discovery’ where the client discovers the answers they need, guided by the therapist. 
Through sharing the formulation the client is more accepting of the proposed 
intervention plan and this increases compliance with treatment. Kinderman and 
Lobban (2000) illustrated the effects of developing collaborative CB CFs by using a 
case example of a client with psychosis. They conclude that although it is difficult and 
demanding to share complex formulations with psychotic clients, it is beneficial and 
rewarding. Working collaboratively and sharing the CB CF with the client can 
enhance the therapeutic alliance and subsequent treatment compliance.
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(iv) Encourages awareness of the differences and similarities between the therapist 
and the client
CB CF encourages the therapist to be aware of what they and the client each bring to 
therapy. Both the client and the therapist have underlying beliefs, which may derive 
from a number of factors such as their culture, gender, social norms, age, religion, 
ethnicity, sexual orientation, social class or education. Differences and similarities 
across these factors need to be considered and monitored in therapy, as they may 
influence the match or mismatch between the therapist and client. A CB CF enhances 
awareness of these issues through exploring the origin of a clients underlying beliefs 
and acknowledging that problems occur in a social and cultural context. Millon (1996) 
as cited in Eells (1997), argues that to some extent all conceptions of psychopathology 
are social constructions, and conceptions of psychopathology reflect culturally derived 
consensually held views. Therefore, for the therapist to better understand the client, 
they need to recognise the client’s problems and experiences in relation to the client’s 
perspective of their problem, which is reflected by their social norms and culture.
Hays (1995) argues that CB therapy must be culturally responsive and that the client’s 
values must be respected and recognised and defined in relation to their social cultural 
norms. A CF encourages this and enables the therapist to understand and predict how 
this may affect the therapeutic alliance. Although there is no research directly 
exploring the impact of CB CF on the therapeutic alliance across different cultures, in 
everyday practice clinicians are constantly working with a diverse range of clients, 
which could be partly enabled by individualised CF.
Although Persons and Tompkins (1997) argue that CB CF can enhance the therapeutic 
alliance in the above ways, limited evidence exists to confirm this. Messari and 
Hallam (2003) used qualitative methods to look at the views of 5 clients receiving CB 
therapy for psychosis. They found that the 4 participants who viewed therapy to be a 
collaborative educational enterprise also positioned the therapist as healers who 
reduced distress. Most of the participants also highlighted the value of a trusting and 
respectful therapeutic relationship and construed the relationship to be between two 
equal human beings. This study highlights the importance placed by the client on the 
therapeutic relationship and on working collaboratively with the therapist. However,
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although it suggests that working collaboratively with the therapist impacts on the 
therapeutic alliance, it does not provide clear evidence on whether CF itself enhances 
the therapeutic alliance.
Chadwick, Williams and McKenzie (2003) researched the effects of CF on the 
therapeutic alliance with 13 clients referred for CB therapy for psychosis. Although 
client’s ratings of the therapeutic alliance were positive following the presentation of 
the CF, it did not have a significant impact on the therapeutic alliance for clients. Of 
the 13 participants, 2 participants actually reported a negative emotional response to 
the formulation. However, for therapists the presentation of the CF did have a 
significant impact on the therapeutic alliance. This research suggests that the therapist 
benefits more from CF than the client and raises the possibility that for some client’s 
CF is a negative experience, for these clients CF may have a negative impact on the 
therapeutic relationship. Although this research is innovative in addressing this issue 
empirically, it is perhaps not a true reflection of how CF is used in clinical practice. 
For instance, CF is presented in one session yet in practice it is likely that it would be 
introduced gradually overall several sessions. This study illustrates the difficulties 
with researching CB CF. The existing evidence suggests that CF enhances the 
therapeutic alliance from the therapist’s perspective but not necessarily the clients. 
There is some evidence to suggest that working collaboratively with the client 
enhances the therapeutic alliance but this is limited to the experiences of psychotic 
clients.
(b) Treating patients not responding to treatment
CB CF is considered essential when working with clients who do not respond or fail 
to progress in CB therapy. A CF can assist the therapist in managing this, by 
providing a systematic way for them to think about the case, thereby increasing the 
likelihood that they will be able to overcome difficulties and achieve a successful 
outcome. Tompkins (1999) argues that CB CF can improve the management of 
treatment non-response by maintaining compliance with the tasks of therapy. 
Tompkins demonstrates this through the common therapy-interfering behaviour of 
homework non-compliance. In this example Joyce failed to complete a homework 
task. After considering Joyce’s CF, Tompkins hypothesised correctly that she may
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have tried the homework but her underlying belief, “If I can’t do useful work, then 
I’m useless” prevented her from completing it. The CF helped the therapist understand 
possible reasons for homework non-compliance and enabled them to generate 
strategies to respond to this.
This demonstrates how formulating about an individuals case can prove essential for 
when difficulties arise in therapy and a client is not responding to treatment. Papers by 
Leahy (1999) and Riskind and Williams (1999) also point to CF as the main avenue 
for dealing with clients who are not responding to treatment. However, Clark (1999) 
highlights that none of these three papers provide any empirical evidence for CB CF 
being more effective in dealing with non-responsive clients than standard cognitive or 
behavioural therapy and suggests that at present the proposals must be viewed as 
tentative. So, although it is postulated that CF is essential to the therapeutic process 
and planning of an intervention in the case of clients not responding to treatment, this 
argument has yet to be empirically tested.
(c) Treating patients with complex or multiple problems
CB CF is essential to the therapeutic process and planning of the intervention when 
working with clients with complex or multiple problems (Persons and Bertagnolli, 
1999). Therapists often feel overwhelmed by complex clients with multiple problems, 
particularly if they are inexperienced which often they are (Persons and Tompkins, 
1997). The therapist may be unclear on what problem to deal with first, how to 
measure progress and how to intervene appropriately. The CB CF can help by 
providing a framework for how problems relate to one another and how they are 
related to underlying beliefs. It guides the therapist in deciding on the appropriate 
intervention strategies and on what order to address problems. Koemer and Lineham 
(1997) illustrate this through the use of CF in Dialectical Behaviour Therapy (DBT), a 
CB treatment for clients diagnosed with borderline personality disorder (BPD). They 
argue that CF is the cornerstone of DBT. Clients with BPD usually have multiple 
problems making it difficult to establish a treatment focus in therapy. Therapy can 
often be dominated by crisis management to the extent that effective treatment 
becomes unlikely. For BPD clients CF is seen as a crucial element of effective 
treatment as it helps direct the focus of the therapy and provides a rationale for
9
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thoughtful changes in the treatment plan. The use of CF in DBT has been shown to be 
effective with chronically para-suicidal female clients with BPD. This provides one 
example of how CB CF is an important part of the therapeutic process and planning of 
the intervention when working with complex clients who present with multiple 
problems. It illustrates how CB CF can be applied to a diverse range of problems and 
situations.
(d) Planning of the intervention
It is argued that CB CF is essential to the therapeutic process and in particular the 
planning of an intervention. Persons (1989) states that CF is the therapist’s compass, 
as it guides the treatment. Tarrier and Calam (2002) argue that CF allows a strategic 
approach to treatment by generating testable hypotheses that enable problems to be 
translated into treatment goals. The CF directs the therapist to use evidence-based 
practice through the selection of empirically validated treatment techniques in order to 
achieve the treatment goals. Thus, the CB CF provides a means of structuring and 
focusing therapy, enabling decisions on interventions to be based on an understanding 
of the client’s individualised problems and underlying beliefs. This approach 
discourages therapists from trying numerous interventions in the hope that one will be 
effective, which may be time-consuming, result in the loss of the client should the first 
interventions attempted be unsuccessful, and may make the problem worse. (Leahy, 
1999).
Although it has been postulated that CF is essential for the planning of the 
intervention, few researchers have proven this empirically. Jacobson et al. (1989) 
compared manualized with individual therapy of distressed couples. The 
individualised group consisted of couples who where treated only with interventions 
that were selected according to the formulation of their problems. Couples in the 
mannualized group received all the interventions. The study found that at the end of 
therapy the outcome for both groups was the same but 6 months later those couples in 
the individualised group had maintained their improvements better than those couples 
in the manualized group. This study demonstrates the important role of CF in the 
planning of an intervention, as treatment was found to be more effective in the long 
term when interventions were selected based on the CF. Some clinicians argue
10
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strongly that CB CF is an essential part of the therapeutic process, as it guides them in 
the planning of an intervention, yet there is limited evidence to support this view. 
Further evidence supporting this view can be found when evaluating the limitations of 
alternative means of planning an intervention, such as diagnosis.
Persons (1993) suggests diagnosis alone is not sufficient for treatment planning as it 
lacks depth and breadth. She argues that psychiatric diagnoses are defined largely in 
terms of symptom clusters and descriptive classifications, not underlying mechanisms. 
Therefore although a diagnosis may be helpful in communicating to other clinicians 
about a client’s problems, it is not helpful in understanding underlying mechanisms 
and developing a hypothesis to facilitate planning an intervention. For example, 
although certain types of underlying mechanisms can be common in certain diagnostic 
categories, there is no one to one mapping of dysfunctional attitudes and psychiatric 
diagnoses. Two clients who both meet criteria for depression can be depressed for 
very different reasons, their symptoms can be driven by very different underlying 
beliefs and the treatment for these two clients may be quite different. Persons argues 
that formulation fills the gap between diagnosis and treatment. It serves as the 
rationale for making treatment decisions and differs considerably from diagnosis 
(Turkat and Maistois, 1985).
In a single-case study Turkat and Carlson (1984) demonstrate how planning an 
intervention based on diagnosis alone is insufficient. Mrs S. a 48-year-old female 
suffered from anxiety and avoidance. A comprehensive formulation of her problem 
was initially unobtainable and she was treated according to her diagnosis, she showed 
some initial improvement and then relapsed. Following clinical observation a 
formulation of her problems was reached and treatment was successfully maintained 
at an 11-month follow up. It was concluded that the success of this case was 
dependent on the development of an accurate CF. Maletesta (1995) replicated this 
finding in an anecdotal case vignette of a client with Obsessive Compulsive Disorder 
(OCD). Although these examples are based on behaviour therapy, they show that 
diagnosis is insufficient in treatment planning, which adds support to Persons (1993) 
argument that CF within a cognitive behavioural model is essential to the therapeutic 
process as it determines decisions on the planning of an intervention. If CB CF is
11
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essential to the planning of an intervention, it would be expected that CF based 
treatments would enhance treatment outcome, the relationship between CF and 
treatment outcome is explored in the next section.
(4) Arguments and Evidence for CB Case Formulation 
being a Desirable though not Essential Part of the Therapeutic Process and
Planning of the Intervention
(a) Treatment outcome
In order to evaluate whether CB CF is desirable or essential to the therapeutic process 
and planning of the intervention, it is imperative to look at the effect of CB CF on 
treatment outcome. Indeed, research has argued that the treatment utility of a CF is the 
cornerstone of its value (i.e. Hayes. Nelson and Jarrett, 1987). However, there has 
been limited research on the relationship between CB CF and treatment outcome. 
Chadwick, Williams and McKenzie (2003) used a multiple-baseline design to research 
the impact of CB CF on 4 clients receiving CB therapy for psychosis, the CF was 
delivered over 4 sessions. It did not have a significant impact on the strength of 
delusions or negative self- evaluations however, after direct challenging, beliefs did 
weaken but this Was attributed jointly to cognitive restructuring and not to the impact 
of the CF alone. This study suggests that CF itself is not linked to an effective 
outcome in symptom reduction. However, this study used a small sample and is 
limited to people with psychosis.
Although in it’s infancy, the only other research addressing the effects of CB CF on 
treatment outcome have been studies comparing standardised treatment delivered 
from a manual with CF based treatments. Emmelkamp, Bouman and Blaaw (1994) 
assigned 22 obsessive-compulsive clients to either individualised CB therapy based on 
CF or standardised in vivo exposure therapy. They found significant improvement in 
both groups following treatment and at a 2-month follow up, but no significant 
differences between the groups. This suggests that there is no difference in treatment 
outcome between standardised treatments and those that use a CB CF. However, this 
finding is limited by the low power of the study and the fact that the participants had 
homogeneous problems, which may not reflect the reality of clinical practice.
12
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Research also indicates that when therapists use standardised manual based treatments 
they individualise the treatment, even when instructed not to (Schulte, Kunzel, 
Pepping and Shulte-Bahrenberg, 1992).
These studies show that no compelling evidence exists of a link between CB CF and 
treatment outcome, this supports the view that CB CF may be a desirable although not 
an essential part of the therapeutic process and planning of the intervention in relation 
to outcome. However, Bieling and Kuyken (2003) argue that looking for a direct 
impact between CB CF and outcome is a simplistic approach and CF may only affect 
outcome through the selection of appropriate interventions.
(b) Reliability
It could be argued that CB CF is a desirable though not essential part of the 
therapeutic process and planning of the intervention, as the reliability of CB CF is 
questionable. Several studies address the reliability of CB CF. Persons, Mooney and 
Padesky (1995) examined 46 clinicians agreement on two aspects of CB CFs; the 
client’s overt problems and the underlying cognitive mechanisms. The clinicians 
listened to audiotape recordings of part or all of initial interviews of two anxious and 
depressed clients. They were then asked to list the client’s overt problems and rate the 
client’s underlying cognitive mechanisms. When groups of 5 clinicians were 
considered, moderate levels of agreement were obtained for identifying overt 
problems and in general, there was high agreement on rating underlying mechanisms. 
In a further study, Persons and Bertagnolli (1999) supplied clinicians with a specific 
set of problem domains and a more formalised assessment of schemas in order to 
increase reliability. This did not increase reliability and similar agreement on overt 
problems and underlying mechanisms were found in groups of 5 clinicians. Both these 
studies showed that inter-rater reliability for 5 judges was good, but that reliability for 
single judges was inadequate. This finding causes concern, as in clinical practice the 
majority of clinicians work independently and may identify and rate underlying 
mechanisms in collaboration with the client but not with other clinicians. This 
indicates that CB CF in actual clinical practice may not be reliable.
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However, the findings of these studies are limited. Firstly, they are restricted to clients 
with anxiety and depression. Secondly, although these studies were conducted in ‘real 
world’ clinical settings, they are not necessarily a true reflection of how clinician’s 
may formulate in the ‘real world’. For example, audiotapes were used which meant 
that clinicians could not use visual cues to assess the client’s problem and underlying 
mechanisms. Also clinicians listened to a set interview sequence where as in practice 
they could have asked their own questions, which would have allowed them to explore 
and test their own hypotheses. Due to the methodological constraints of these studies, 
their findings are limited and cannot be generalised. However, these studies do 
highlight the lack of substantial evidence for the reliability of CB CF, particularly 
when clinicians are developing a CF independently, as they would in clinical practice. 
The lack of reliability of CB CF supports the view that CF is a desirable though not 
essential part of the therapeutic process.
(c) Validity
In order to evaluate the necessity of CB CF it is important to assess for validity as well 
as reliability. At present no studies have been conducted exploring the construct 
validity of CB CF and it is unclear as to whether the constructs in an individual CF are 
meaningfully related to an individuals presenting problems and functioning. 
Waddington and Morley (2000) did explore whether an availability bias exists when 
clinicians are developing a formulation. They found that a clinician’s theoretical 
orientation did not bias their recall or selection of information or lead them to neglect 
alternative psychological frameworks. This study shows that clinician’s are sceptical 
about their own initial ideas and use a hypothesis-testing approach; this is likely to 
increase the chances of the constructs in the formulation being related to aspects of the 
individual and their problems. However, there is no clear or substantial evidence to 
confirm or falsify the validity of CB CF. Considering CB therapy emphasises so 
strongly the need for evidence based practice, it is difficult to consider CB CF 
essential to the therapeutic process and planning of the intervention without evidence 
for if  s validity.
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(5) Conclusions and Implications
It has been argued that CB CF is essential to the therapeutic process and planning of 
the intervention as; it enhances the therapeutic alliance, it is valuable when working 
with clients not responding to treatment or with complex or multiple problems, and it 
is essential in planning the intervention. Opposing arguments, suggesting CB CF is 
desirable although essential, highlight that CB CF is not related to treatment outcome 
and lacks reliability and validity. However, it has also become clear that there is a lack 
of empirical evidence in support of either of these viewpoints, and the evidence 
available is limited by methodological flaws. Some of the literature presented has used 
anecdotal case examples in support of arguments, these may illustrate the argument 
but are not evidence based. Of the evidence that has been presented many studies have 
been single case design or have used a small sample size, therefore, their findings are 
limited and cannot be generalized. Therefore, although steps have been made to 
empirically address the necessity of CB CF, the research base is in its infancy and 
many steps have yet to be taken.
However, it has become apparent that a hurdle stands in the way of researching CB 
CF, as little is known about the use of CB CF in practice. In order to research CB CF, 
a better understanding of how clinicians formulate in the ‘real world’ is required. 
Answers are needed to questions such as; How widely is CB CF used in practice? At 
what stage do clinicians formulate? What form of CB CF is most common? Is CF 
ongoing? What does the application of CF look like in practice? Much is assumed 
about the use of CF in practice (Needleman, 1999 as cited in Bieling and Kuyken, 
2003), yet if an evidence base on CF is to be established then the above questions 
must be explored.
In respect of the available research and literature and taking into account it’s 
limitations, the question still remains as to whether CB CF is an desirable or essential 
part of the therapeutic process and planning of the intervention. It appears that the 
necessity of CB CF is lessening since the introduction of standardised disorder based 
treatments, yet Tarrier and Calam (2002) state that this does not necessarily herald the 
death of CF. The danger of clinicians using standardised treatments is that they make
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the client ‘fit’ a formulation where as a CF allows a flexible and idiosyncratic 
approach. This approach is particularly important when addressing a problem for 
which a standardised treatment is not available, or when working with clients with 
complex or multiple problems or non responsive clients, or when problems arise in the 
therapeutic relationship or when considering diversity issues between the therapist and 
client. Therefore, perhaps the degree to which CB CF is desirable or essential depends 
to some extent on the individual who you are working with. The way forward may be 
a combination of using standardised based treatments and individualised CF, so that 
standardised components serve as the building blocks of individual CF, as suggested 
by Persons and Tompkins (1997). The application of this approach would encourage 
the clinician to be flexible and consider the individual needs and presentation of 
whom they are working with, this would mean that whether a case formulation within 
a CB model is desirable or essential to the therapeutic process and planning of the 
intervention is dependent upon the individual client. Interestingly, perhaps asking 
whether a CB CF is desirable or essential may be irrelevant, as research has shown 
that clinicians judgements begin during the first hour of therapy (Bishop, Sharf and 
Adkins , 1975). Therefore, whether it is desirable or essential, clinicians automatically 
formulate and even if future research shows CB CF not to be related to the therapeutic 
process or planning of the intervention could clinicians work without formulating?
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(1) Introduction
Society has only recently begun to admit that sexual abuse of individuals with 
disabilities is not only possible but occurring.
(Baladerian, 1991; page 324)
It has taken many years for society’s attitudinal ‘selective deafness’ to lift and hear 
about the reality of sexual abuse of people with learning disabilities (PLD) (Moss, 
1998). Sexual abuse of PLD is not a new phenomenon but naming it is (Turk & 
Brown, 1993). Craft (1992) states that prior to the mid 1980’s people who worked 
with PLD would have recounted stories of individuals known to have been ‘taken 
advantage o f  but the use of the word ‘abuse’ in this connection was not used. It was 
not until 1988 that the first conference on the sexual abuse of PLD took place. Indeed, 
as an author researching this issue it was interesting to discover that a book wrote in 
1982 by Rosalyn Monat-Haller titled ‘Sexuality and the Mentally Retarded’ does not 
mention the sexual abuse of PLD but does have a section titled ‘Undesirable Sexual 
Behaviour in the Mentally Retarded’. This reflects changes in society’s attitudes from 
regarding PLD as sexually dangerous and treating them as asexual (Moss, 1998) to 
recognising the sexual needs and rights of PLD, which in turn has pushed to the 
forefront the issue of sexual abuse (Fenwick, 1994).
Brown and Craft (1989) state that sexual abuse against PLD has remained hidden for 
too long and only now are we starting to face up to ‘thinking the unthinkable’. For 
Clinical psychologists working with PLD, it is an issue that cannot be ignored. Fraser 
(1992) reports that over time issues of sexual abuse in PLD have become more and 
more evident in her work. Indeed, the role of clinical psychologist in this area is one 
of great importance, yet to date, has not been clearly defined. In 1997 a working party 
report published in The Psychologist suggested that it was timely and appropriate to 
affirm the role of psychology in the field of child sexual abuse. In view of this, it 
would appear long overdue that the role of the clinical psychologist is defined in the 
field of PLD and sexual abuse. It is this that will be the aim of this essay.
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Prior to directly focusing on what the role of the clinical psychologist is, it is valuable 
to briefly establish the rationale as to why it is important for clinical psychologists to 
have a role in this issue. It is also essential to define sexual abuse. The Quiz Pack 
(1996) argues that being clear about what is meant by sexual abuse is the first, and in 
some ways the most important step, towards acknowledging and responding to sexual 
abuse in PLD. The focus will then turn to discussing the role of the clinical 
psychologist in the sexual abuse of PLD. This will be addressed in three parts: 
assessment, treatment and prevention. Finally, the limitations and lack of research in 
this area will be discussed in the context of the clinical psychologists’ role as a 
researcher before conclusions are drawn.
(2) Rationale for Clinical Psychologist Role
There are extensive reasons as to why it is important that clinical psychologists play a 
role in sexual abuse and PLD. In brief, these include:
• Alarming prevalence rates. Reported prevalence rates vary widely, due to 
studies using differing definitions and methodologies. They range between 
reporting that 4% to 83% of PLD have been sexually abused (Brown, 1993).
It is likely that these are an under representation of actual rates and that many 
incidents go unreported (Moss, 1998).
• The prevalence of sexual abuse against PLD is higher than the estimated 
prevalence within the general population. PLD are more vulnerable and at 
increased risk (Muccigrosso, 1991).
• The chronic nature of victimization (Chamberlain, Rauh, Passer, McGrath & 
Bucket, 1984,)
• The magnitude and range of psychological consequences (Finkelhor & 
Browne, 1985)
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• Evidence suggests that sexual abuse is almost always repeated unless action is 
taken and vulnerable people are protected (Waterhouse, Dobash & Camie, 
1994)
The reasons outlined above highlight the need for this role in this field and provide a 
rationale for understanding and exploring what this role should be.
(3) Definition of Sexual Abuse
Studies have used widely diverging definitions of sexual abuse and defining what 
constitutes sexual abuse is complex (Moss, 1998). A more detailed discussion of 
issues on definitions of sexual abuse can be found in Brown and Turk (1992). Their 
definition states:
Sexual abuse occurs where sexual acts are performed on, with or sometimes by 
someone who is unwilling or unable to consent to those acts, or has been unduly 
pressured into consenting within an unequal relationship.
(The Quiz Pack, 1996; Page 11)
(4) Assessment
(a) Recognition of Abuse
One aspect of the clinical psychologist’s role in the assessment of PLD and sexual 
abuse is to be alert and aware to the possibility of sexual abuse. Brown and Craft
(1989) suggests that on behalf of our clients we need to adopt an appropriate level of 
suspicion and keep the possibility of sexual abuse at the back of our minds. As 
psychologists we may be asked to assess a person for a variety of reasons and it is 
important that we do not rule out the possibility of abuse. Fenwick (1994) notes that 
changes in behaviour are probably the most frequent signs of abuse but these may 
remain unnoticed or may be attributed to the person’s disability. Conte (1986) 
advocates that lists of signs and symptoms of abuse such as that developed by 
Allington-Smith, Ball and Haytor (2002), should be used by professionals as ‘red
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flags’ to indicate potential abuse. Sinason (1990) notes the case of a young woman 
with a learning disability who would say: ‘stupid cow wouldn’t know a bloody thing 
about it, she won’t know her arse from her elbow anyway’ (page 156). She was 
mimicking her abuser yet her long-term emotional problems-expressed via pica meant 
that her communications of abuse were disregarded by others. So part of the Clinical 
psychologist’s role, and the first step in the assessment process, is being aware and 
recognising sexual abuse, which may be being camouflaged by other behaviours. 
However, Fenwick (1994) highlights that whilst behavioural indicators’ can be 
suggestive of abuse, they are not proof of abuse and a further aspect of the clinical 
psychologist’s role is to assess whether abuse has taken place.
(b) Consent
As highlighted by the definition of sexual abuse, consent is a crucial issue in 
determining whether abuse has taken place. Often clinical psychologists are required 
to assess PLD capacity to consent. A number of assessments may be used to 
determine if a person is able to give their consent. The assessments used will depend 
on the individual being assessed but may include The Wechsler Adult Intelligence 
Scale-Version 3 (Wechsler, 1997), the Vineland Adaptive Behaviour Scale (Sparrow, 
Balia & Cicchetti, 1984) or the Socio-Sexual Knowledge and Attitudes Test (Wish, 
McCombs & Edmondson, 1979). From their assessment the clinical psychologist is 
aiming to gain an understanding of whether a person has sufficient sexual knowledge 
to understand what is being proposed, can make an informed choice, can communicate 
this choice and understand the implications of this. Following this assessment it may 
be established that the person has the capacity to consent and may have consented 
unwillingly. In these circumstances, it is important to determine if a person was 
subject to undue pressure. Establishing peoples capacity to consent is a significant and 
almost unique role that clinical psychologist’s play in assessing PLD who have been 
sexually abused. It is crucial due to the implications it may have, particularly in 
relation to its legal implications.
(c) Ability to testify in court
Gudjonsson, Murphy and Claire (2000) report that clinical psychologists are 
increasingly involved in the assessment of PLD competence and reliability as
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witnesses in court. This aspect of the role is important, as although the prevalence of 
sexual abuse of PLD is high, the proportion of cases resulting in prosecution is very 
low (Turk and Brown, 1993; McCarthy and Thompson, 1997). Sanders, Creaton, Bird 
and Weber (1997) state that the issue of competency plays a major role in cases for 
PLD for whom an assumption of incompetence may still exist in the legal system. 
Gudjonsson and Gunn (1982) highlight that psychological assessment is vital in 
determining the extent that evidence of PLD can be relied upon in court. Green 
(2001) refers to the case of Ms S, referred by the police to a clinical psychologist 
following an alleged sexual assault by a carer. The police questioned Ms S ability to 
give evidence in court, particularly under cross-examination. Following in depth 
psychological assessment, it was concluded that Ms S was competent to testify in 
court. Upon seeing Ms S in court her defendant changed his plea to guilty and 
subsequently was given a custodial sentence. In an interview three years later Ms S 
stated:
If I hadn’t taken him (to court), perhaps he would have got away with it-now he’s not 
allowed to care for people anymore. If I hadn’t gone to court, it would still be in my 
head-now it’s gone and clear.
(Green, 2001; page 108)
This case highlights the important role that clinical psychologists have in assessing 
PLD as witnesses in court. As illustrated by Ms S’s case, this assessment can also 
impact upon their treatment and it is also vital in contributing towards prevention of 
such abuse.
(d) Assessment of the individual
It is often the case that the police will carry out an interview with the individual 
following a disclosure of sexual abuse therefore, the clinical psychologist’s role when 
referring to the assessment of the individual is with a view to treatment. At present no 
standardised assessment tools are available for assessing the effects of sexual abuse on 
the individual (Sequeira & Hollins, 2003), this may reflect the diverse affects that 
sexual abuse can have on different individuals. However, the available literature
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discusses numerous issues to be considered when assessing PLD who have been 
sexually abused. These include:
• Whether the client is still at risk to further abuse and whether a risk assessment 
has been completed.
• Whether the client wants treatment
• Whether others were affected by the abuse and whether they require support.
• Assessing if the client has an adequate support network that will be maintained 
for the duration of treatment (Allington-Smith, Ball & Haytor, 2002)
• The client’s communication skills. If the client does not have verbal skills the 
use of visual tools could be considered (Valenti-Hein, 2002).
• The client’s sexual knowledge (Allington-Smith, Ball & Haytor, 2002).
• The degree that they understand what has happened, what effect it has had on 
them and how this has manifested (Moss, 1998).
Assessing the individual for treatment involves assessing many factors, it is important 
to consider these as they may in turn impact upon the effectiveness of the treatment.
(5) Treatment
(a) The victim
Treatment of PLD who have been sexually abused is generally considered the role of 
the clinical psychologist. Fraser (1992) states that support, help and counselling should 
be offered automatically to every victim of sexual abuse, as we cannot make 
judgements as to who has suffered emotional trauma and who has not. However, at 
present it is unclear as to the best way for the clinical psychologist to fulfil this role.
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Treatments for PLD who have been sexually abused are still in their infancy and at 
present, little or no firm evidence exists regarding the efficacy of any particular 
treatment approach. Even within the non-learning disabled population there is little 
consensus in which approach offers maximum benefit (Allington-Smith Ball & 
Haytor, 2002) and irrespective of this, it is still questionable as to whether treatments 
used within the general population can be applied effectively to those with a learning 
disability (Sequeira & Hollins, 2003).
A range of treatment approaches have been used for PLD who have been sexually 
abused. Sinason (1986, 1988) has described a number of single case studies using 
individual psychoanalysis. Sullivan and Scanlan (1990) describe the individual 
treatment of children with a learning disability using directive and non-directive 
counselling, teaching, role play, psychodrama, transactional analysis and behaviour 
therapyi Allen and Borgen (1994) used multimodal therapy with a group of 6 women. 
Fallon, Eifer and Niffenegger (2002) used a team model of intervention in the 
treatment of children with learning disabilities and Ryan (as cited in Mansell, Sobsey, 
Wilgosh & Zawallich, 1997) used psychotherapy with verbal and non-verbal PLD.
It is clear from the paucity of research, that studies have used a diverse range of 
techniques and models to treat the sexual abuse of PLD. The majority of studies are 
single case reports and Bryman (1988) argues it would be a mistake to view a single 
case study as if it were a sample rather than an exemplar. No large-scale studies, 
controlled studies or meta-analysis have been carried out regarding treatment and 
outcomes. It is argued that conducting this kind of research is problematic as it is 
difficult to assess whether someone has been ‘treated’ effectively. Finkelhor and 
Berliner (1995) highlight that sexual abuse is not a condition but a phenomenon that 
occurs within a context. An additional problem is that research regarding the 
psychological effects of PLD to sexual abuse is limited. There is no consensus on the 
effects of sexual abuse on PLD. This in itself is difficult to establish given that every 
individual is unique and differs in their age, gender, ethnicity, background and 
abilities, it would be wrong to assume that PLD react to sexual abuse in a given way. 
Therefore, although the clinical psychologists have a role in the treatment of PLD,
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there is no firm evidence to support a particular approach to treatment that they should 
take.
(b) Other affected by the abuse
As well as treating the individual, the clinical psychologist also has a role in treating 
others affected by the abuse. Mansell and Sobsey (1996) urge therapists to consider the 
systemic influence of the sexual abuse. Firstly there is the individual’s family to 
consider. Fraser (1992) states that it is the choice of the individual if their family is 
informed about the abuse although she feels that it is sometimes important that parents 
are involved and their feelings are accepted. Secondly, Fraser (1992) notes that staff 
may also need support from a clinical psychologist. The staff may have to deal with 
feelings of guilt and inadequacy because they did not prevent or recognise the abuse 
earlier. They may not know what to say to the victim or how best to help them and 
may experience feelings of despair and powerlessness. It is a clinical psychologist’s 
role to provide skilled support, supervision and consultation in order to help the staff 
understand their feelings in relation to the abuse. Potentially both families and staff 
may require support and although a clinical psychologist is able to provide this support 
within their role, in many cases this support is not available (Fraser, 1992). This may 
be in part due to the psychologists feeling inadequately trained or qualified to treat 
PLD who have been sexually abused (Pope & Feldman-Summers, 1992).
(c) Training and supervision in relation to treatment
Clinical psychologists treating PLD have a role in providing training and supervision 
to other psychologists. Mansell and Sobsey (1996) note that there is a lack of 
professionals trained in treating sexual abused PLD, which is a barrier to providing 
treatment to victims, their families and carers. Also many professionals lack 
confidence in providing treatment. Pope and Feldman-Summers (1992) surveyed 500 
clinical and counselling psychologists who reported low ratings to their training with 
regards to teaching about issues of abuse. The availability of treatments will continue 
to be problematic if training is not provided to professionals, to give them knowledge, 
skills and confidence. In addition to training, high quality support and supervision is 
also required. Hughes and Hughes (1998) note that working in this area can often stir 
up strong feelings. Moss (1998) notes that it raises many complex issues both
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intellectually and emotionally. Supervision allows therapists the opportunity to reflect 
on their own reactions and responses. It ensures that decisions are based on evidence 
and consideration of the individual, rather than on the therapist’s own beliefs, which 
may be subject to the therapist’s background, culture, life experiences and feelings. As 
part of their role clinical psychologists could organise conferences, training 
workshops, peer supervision or special interest groups to ensure that they are providing 
training, support and supervision to others. Others will then feel more confident to 
treat PLD who have been sexually abused, this will in turn make treatment more 
accessible to those who need it.
(6) Prevention
Sobsey’s (1994) ecological model suggests that clinical psychologists should address 
the issue of sexual abuse at three levels; the microsystem, exosystem and 
macrosystem. (See Figure 1) The role of the clinical psychologist will be discussed in 
relation to how they can work towards preventing abuse at each of these levels.
Figure 1 Ecological Model o f Sexual Abuse 
(As cited in Sobsey, 1994; page 104)
Macrosystem
Culture
Exosystem
Environment
Microsystem
Relationship
Offender Victim
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(a) The Microsystem
Sobsey’s (1994) model states that at the microsystem level both the victim’s and the 
offender’s attributes influence the development of an abusive interaction; When 
considering the role of the clinical psychologist in preventing abuse, prevention should 
be considered in terms of preventing the victim being abused and preventing the 
offender from abusing.
(i) Preventing victim abuse
PLD are at a higher risk from sexual abuse than the general population (Muccigrosso, 
1991). Characteristics of PLD may make them more vulnerable to abuse. These may 
include impaired physical defences, impaired communication, lack of sexual 
knowledge and learned compliance. (Sobsey, 1994). One aspect of the clinical 
psychologist role is to avoid PLD being victimized as a result of these vulnerability 
factors. This can be done through sexual abuse prevention programmes and sex 
education.
Many PLD are taught that good behaviour is compliant behaviour however, if we 
continue to educate PLD to do whatever they are told, then we are training them to be 
victims. (Sobsey, 1994). Sobsey and Vamhagen (1991) found that being too compliant 
was linked to sexual abuse in 24% of the cases they examined. Prevention requires 
that we teach PLD to exercise control over their environment. One way clinical 
psychologist can do this is through sexual abuse prevention programmes that teach 
assertiveness, self-protection skills, communication and social skills. However, as 
discussed by Lumley and Miltenberger (1997) there is little research evaluating the 
effectiveness of sexual abuse prevention programmes and there is a growing need for 
these programs to be empirically validated. The difficulty in evaluating the 
effectiveness of these programs is that research shows that for PLD increased 
knowledge does not necessarily translate into skills and actual behaviour (Bakken, 
Miltenberger & Schauss, 1993) therefore, the method for evaluating programmes 
needs careful consideration. So as well as clinical psychologists developing and 
teaching sexual abuse prevention programmes, they too have a role in researching their 
effectiveness.
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A further contribution clinical psychologist’s can make to prevent sexual abuse in PLD 
is to provide sex education. Monat-Haller (1992) states sex education is essential for 
reducing the risk of sexual abuse however, sex education for PLD is not widespread 
(Ames, 1991). Sobsey (1994) argues that the value of expertise in this area is often 
overlooked and that trained professions and counsellors are ideally suited for this work 
(Monat-Haller, 1992). Although many materials have been published to guide sex 
education (McCarthy & Thompson, 1993) no standard curriculum can be expected to 
meet the needs of all individuals from different backgrounds. Baxter (1994) reviewed 
the sex education material utilised by an inner-city authority where one in six of the 
population were Affo-Caribbean or Asian. She found that few resources depicted 
Afro-Caribbean imagery and that there was no portrayal of those from an Asian 
background. This is an example of how clinical psychologists can be utilised in 
developing and adapting sex education programmes to meet the individual needs of 
PLD. However, as is the case for sexual abuse prevention programmes, the role of sex 
education in the prevention of abuse has yet to be empirically validated. Also Sobsey 
and Mansell (1990) state that it is unrealistic to expect any program that places sole 
responsibility on the victims to adequately prevent abuse. Ammerman (1991) suggests 
we should be cautious in ascribing weight to victim-related factors. Trudell and 
Whatley (1988) argue that sexual abuse prevention programmes fail to assign ultimate 
responsibility for sexual victimization to offenders.
(ii) Preventing the abuser offending
In Brown and Turk’s (1993) study and in Brown, Stein and Turk’s study (1995) the 
largest group of offenders (42-53%) against PLD was other PLD. It is recognised that 
this may not necessarily be a true reflection of all cases, as it may be that offences by 
PLD are more likely to reported due to them using less sophisticated strategies to 
maintain secrecy. Despite this, it is apparent that if abuse against PLD is to be 
prevented clinical psychologists have a role in the treatment of learning disabled sex 
offenders. The treatment of sex offenders with a learning disability is in its infancy. At 
present, research is being conducted to evaluate the effectiveness of adapting cognitive 
behavioural sex offender treatment groups used in prisons to PLD. From the author’s 
own experience of co-facilitating these groups, it is apparent that the measures used to 
evaluate these groups are limited. Although they look at pre and post group changes in
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sexual attitudes and knowledge they do not look at recidivism rates in order to evaluate 
whether the groups have prevented further offences from taking place. Treatments for 
PLD who sexually offend have yet to be empirically validated and at present are not 
easily accessible.
(b) The Exosystem
Sobsey’s (1994) model proposes that a second level that clinical psychologists can 
intervene to prevent abuse is at the exosystem. This involves addressing the 
environment in which PLD live in, firstly through the staff working with PLD and 
secondly through the services provided for PLD.
(i) Staff and Family
The largest group of ‘alerters’ to sexual abuse are clients themselves. However, it is 
acknowledged that all staff are potential ‘whistleblowers’ but a silent whistle does 
nothing to protect PLD from abuse (Brown, Hunt & Stein, 1994). This highlights the 
need for clinical psychologists to provide staff training to prevent the sexual abuse of 
PLD. Every study of abuse is in agreement that staff training is essential to prevention 
(Brookhouser, 1987). In Brown, Hunt and Stein (1994) study they found that staff 
were aware of the possibility of sexual abuse but were unclear as to their specific roles 
and responsibilities. They found that staff feel ill equipped to respond to the sexual 
abuse of PLD. Clinical psychologists could play a valuable role in training staff or 
developing training programmes that address these issues. Hogg, Campbell, Cullen 
and Hudson (2001) evaluated an open learning course for staff. They found that as 
well as increasing staffs knowledge, the course enhanced staffs acceptance of formal 
practices and their confidence and skills in dealing with abuse, they assume that this 
will lead to a greater sensitivity to potential cases of abuse. There is also a body of 
evidence suggesting staffs knowledge and attitudes is a major determinant of how far 
they follow strategies and guidelines dealing with abuse (McCabe, 1993; Brown & 
Thompson, 1997). It is recognised that staff training cannot be expected to solve all 
problems (Sobsey, 1994) and that validation of staff training as an effective method for 
preventing abuse still requires demonstration. However, it appears to be one of the 
most potentially productive strategies for abuse prevention.
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(ii) The service
As well as working with staff clinical psychologists also have a role in working with 
services to prevent sexual abuse of PLD. One of the main ways they can do this is 
through contributing to service policies and procedures. Brown, Hunt and Stein (1994) 
argue that protective measures need to be enshrined within service structures and 
practices. Good practice has focused on the development of written policies and 
guidelines that outline a consistent approach to addressing the issues of sexual abuse 
(Booth & Booth, 1992). This provides a clear framework for staff to follow and 
ensures that sexual abuse is reported, and dealt with through official channels, so that 
support can be given to the victim and sanctions can be instituted against the 
perpetrator (Brown, 1994). Often, addressing issues such as sexual abuse can evoke 
extremely diverse opinions across professionals, staff, clients and families, this 
emphasises the importance of developing policies and guidelines jointly across these 
groups. Through doing this, it ensures that decision making and responsibility is 
shared and that policies and guidelines are objective. Through their involvement 
clinical psychologists can impact upon the service and staffs attitudes towards abuse 
and the outcome for the individual victim, all of which contribute in the long-term to 
prevention.
(c) The Macrosystem
The model in Figure 1 implies that society’s beliefs and values contribute to PLD 
vulnerability to sexual abuse. Sobsey (1994) has suggested that society’s response to 
PLD may be more important than the disability itself in increasing vulnerability. 
Therefore, interventions to prevent abuse must be aimed at a systems rather than an 
individual level. One challenge is to change society’s perception of PLD so that they 
are seen as people first with more sameness than differences to the rest of society 
(Muccigrosso, 1991). Within their role clinical psychologists are in a powerful position 
within society to influence people’s perceptions of PLD and in turn impact upon the 
prevention of sexual abuse. Research shows that offenders do not generally abuse 
those seen as equal (Bart & O’Brien, 1985). This suggests that a plausible explanation 
for the relationship between sexual abuse and PLD may be society’s negative attitudes 
towards PLD, which takes the form of cultural myths, (Sobsey & Mansell, 1990). 
These myths portray PLD as helpless and dependent, dangerous, damaged, asexual,
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inhuman and insensitive to pain. These myths continue to contribute to the 
disempowered position and vulnerability of PLD to sexual abuse. Sobsey and Mansell
(1990) suggest that changing society’s views is an important, encompassing and long 
term empowerment and sexual abuse prevention strategy. Although it is a difficult and 
challenging task clinical psychologists, are in a position to contribute towards the 
prevention of abuse at a macrosystem level. Through their practice, research and 
training they are able to promote positive attitudes towards PLD, this will in turn 
impact on preventing abuse at the exosystem and microsystem levels.
(6) The Role of Researcher
Although there has been considerable research into the prevalence of sexual abuse in 
PLD, research exploring the assessment, treatment and prevention of abuse is limited. 
It has been in the form of either case studies or small-scale studies, which raises the 
question as to what extent the findings can be generalised (Bryman, 1988) or are valid 
and reliable (Sequiera & Hollins, 2003). To date, no large scale or controlled studies 
have been conducted in these areas (Sequiera & Hollins, 2003). At present, there is a 
lack of research on the effects of sexual abuse on PLD and the most effective treatment 
approaches. There is also a lack of evidence evaluating the effectiveness of sexual 
abuse prevention programmes and limited research on treating sex offenders with a 
learning disability. One possible barrier to this research being conducted is the lack of 
consensus on the definition of sexual abuse (Turk and Brown, 1993), this may need to 
be overcome before further research can proceed. Given the lack of research in these 
areas, it could be argued that the clinical psychologist’s role as a researcher is highly 
significant, so that their role in the assessment, treatment and prevention of PLD who 
have been sexually abused can be defined more clearly and supported by empirical 
evidence.
(7) Conclusions
It is apparent that increased awareness of PLD being sexually abused has led to a 
growing need for the role of clinical psychologists in this area. Although sexual abuse 
against PLD is not new, the awareness of it is. Brown (1993) provides an optimistic
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view of this, arguing that this reflects that PLD are beginning to speak out about their 
experiences and have confidence in discriminating abusive sexual encounters. For 
clinical psychologists working with PLD an optimistic viewpoint is that this is a 
valuable opportunity for them to be involved in assessing and treating PLD who have 
been sexually abused and preventing this abuse. It is clear that their role in doing this 
is very varied and encompassing and to date has not been clearly defined. This could 
partly be attributed to the lack of, and limits of research in this area, which has 
implications for clinical psychologists, as their role has not been empirically evaluated. 
By clinical psychologists adopting the role of the researcher in this field they will be 
defining and validating their role and will be able to develop an evidence base for their 
practice. However, it is apparent that the increased need for clinical psychologists in 
this area has not been paralleled by the number of clinical psychologists working in the 
area (Mansell & Sobsey, 1996). This may be a reflection of the lack of teaching in this 
area during clinical training, which leads to some psychologists feeling inadequately 
qualified to carry out this work (Pope & Feldman-Summers, 1992). In order for them 
to fulfil their role and make assessment and treatment accessible to PLD and to work 
in preventing sexual abuse there is perhaps a need for this work to be recognised 
during clinical training. This may subsequently lead to more research in this area, 
which will inform practice and help develop the confidence of clinical psychologists 
fulfilling this role. There is no doubt that they have a significant role to play and by 
fulfilling this it is hoped that ‘professionals working together can meet the challenge of 
sexual abuse’ (Berkman, 1986; page 94).
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(1) Introduction
In westernised countries family life has undergone fundamental and dramatic changes 
during the last two decades (Dowling & Barnes, 2000). Part of this changing pattern is 
due to rapidly increasing divorce rates. Schoen and Standish note that divorce, the 
legal termination of a marriage, now occurs in 40-50% of marriages (as cited in 
Amato, 2001). There were 166,700 divorces in Britain in 2003, indicating the third 
successive annual increase (http://www.statistics.gov.uk). For many children the idea 
of spending their childhood within the same family household is no longer a reality, as 
28 % of children experience parental divorce before age 16 (Rodgers & Pryor, 1998). 
This is reflected in the authors own experiences where by as a child whose parents 
haven’t divorced they have often felt within the minority within their social circle.
Given the increased number of children who experience divorce it is not surprising 
that society has questioned the effects of divorce on them. From this, differing 
viewpoints have emerged: at one extreme it is felt parents should stay together ‘for the 
sake of the children’ (Cockett & Tripp, 1994), and at the other it is believed that 
children are happier if their parents divorce, as they don’t have to continue to live with 
arguing or fighting (Morrison & Coiro, 1999). In the last 30 years research has been 
concerned with the psychological effects that divorce and parental conflict has on 
children. Despite the considerable amount of literature generated, the psychological 
effects of divorce and parental conflict on children continue to be debated (Emery & 
Forehand, 1996). This essay aims to critically discuss the literature debating the 
psychological effects of divorce and parental conflict on children through exploring 
the viewpoint that “divorce is bad for children”. Due to the vast quantity of research, 
this essay will not be a totally exhaustive account of the literature, but will instead 
provide a critical overview of the literature relevant to the title. The term 
‘psychological effects’ will be considered in a broad sense, and will encompass all 
effects that divorce has on children’s well-being. Although all the effects of divorce 
on children’s well-being will be considered, the essay will not focus on research 
exploring the impact of disruptions and transitions that divorce may subsequently 
have on children. For example, the impact of living in a stepfamily or single parent 
family will not be addressed. Although the importance of these factors is recognised,
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the vast amount of research in this area is considered to be beyond the scope of this 
essay.
The essay will begin by reviewing the divorce literature. This will be structured 
according to the different methodologies used across the research; qualitative studies 
and quantitative studies using cross-sectional and longitudinal methods will be 
discussed. Research exploring the effects of parental conflict and the positive effects 
of divorce on children will then be reviewed. From reviewing this literature it is 
evident that the research findings are diverse and that there continues to be 
considerable debate on the psychological effects of divorce and parental conflict on 
children. This essay will present two possible explanations for this. Firstly, the 
methodological problems with the divorce literature and secondly, the individual 
differences of children of divorced families. Finally, the Divorce Stress Adjustment 
Perspective Model (Amato, 2000) will be discussed. The author has have chosen to 
incorporate this model as it conceptualises the research and the differing viewpoints 
that will be discussed in this essay. It is also a viewpoint that they feel personally 
drawn to having researched this issue. This model is innovative in drawing together 
the factors that contribute to the psychological effects of divorce on children. It is a 
move away from looking at whether “divorce is bad for children” to looking at when 
and under what circumstances is “divorce bad for children”. Conclusions will then be 
drawn prior to directions for future research being proposed.
(2) Qualitative Divorce Research
Qualitative research has interviewed children about their experiences of divorce in 
detail and over time. It provides good insight into the psychological effects of divorce 
and suggests that children rarely experience divorce as positive and have unhappy 
thoughts, feelings and memories of divorce. Wallerstein and Kelly (1980) note the 
case of a 5-year-old boy so overwhelmed by his father’s ‘disappearance’ that when he 
entered therapy he stated he had come to talk about death. Wallerstein and Blaskeslee
(1989) reported that few children want their parents to divorce and only 1 in 10 was 
relieved. They found children feel overwhelmingly sad and grieve over the loss of 
their image of their ‘happy’ family. Children regarded their childhood as taking place
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in the shadow of divorce. Even 10 years following divorce they hoped for 
reconciliation. It has also been reported that 3 out of 5 children of divorce felt rejected 
by one or both parents as if they were a ‘a piece of psychological or economic 
baggage left over from a regretted journey’ (Wallerstein and Johnston, 1990, pp. 198). 
This qualitative research demonstrates the negative psychological effects that divorce 
has on children and appears to support the statement that “divorce is bad for children”. 
This is further supported by quantitative research that has used cross-sectional 
methods.
(3) Quantitative Divorce Research
(a) Cross-sectional studies
Cross-sectional studies have examined differences between children from divorced 
and non-divorced families at one point in time following divorce. These studies have 
found considerable evidence that divorce has short-term and long-term negative 
psychological effects on children. A meta-analysis of 92 studies (based on data from 
over 13,000 individuals) conducted by Amato and Keith (1991a) supports this. Their 
study integrated the available evidence comparing children of divorced and non­
divorced families on measures of psychosocial well-being. They found children are 
affected by divorce in a number of ways, and that children from divorced families 
scored differently to children from non-divorced families on a variety of outcomes. 
Children from divorced families scored lower on academic achievement (grades, 
teachers ratings or intelligence), self-concept (self-esteem, perceived confidence or 
internal locus of control), social adjustment (popularity, or cooperativeness), mother- 
child interactions and father-child interactions (affection, help or quality of 
interaction) and scored higher on conduct (misbehaviour, aggression or delinquency) 
and psychological adjustment (depression, anxiety or unhappiness). They concluded 
from this that children of divorce experience a lower level of psychological well­
being. However, they note that although the effect sizes in their study are significant, 
they are weak rather than strong. Amato and Keith (1991b) also completed a meta­
analysis of 37 studies (based on data from over 81,000 individuals) looking at the 
long-term effects of divorce on children. They found that adults who experienced 
divorce as children exhibited lower levels of well-being than adults whose parents
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remained married, but once again the effect sizes in their study were significant but 
weak. Therefore, quantitative cross-sectional research suggests that divorce has 
significant negative psychological effects on children, which provides evidence for the 
statement that “divorce is bad for children”. However, cross-sectional methods have 
been highly criticised, and the methodological limitations of this research should be 
considered when evaluating its findings. These will be discussed at a later stage in this 
essay.
(b) Longitudinal studies
Longitudinal studies have the advantage over cross-sectional studies, as they provide a 
prospective view of children both before and after their experience of divorce. The 
findings from longitudinal studies offer a different perspective on the psychological 
effects of divorce on children. These studies have found that, although differences do 
exist between children of divorced and non-divorced families, these differences may 
exist prior to divorce and therefore, may not be a direct result of the psychological 
effects of divorce.
Block, Block and Gjerde (1986) were studying children throughout the course of their 
childhood in a study of normal development. As many parents divorced after the study 
began, the researchers were able to compare children both prior to and after divorce. 
They found that the problems experienced by children from divorced families are 
present long before the divorce. In fact, increased aggression found in boys after 
divorce had began as many as 11 years prior to the divorce. This finding has been 
confirmed by Cherlin et al (1991) using large nationally representative samples of 
British and American children. They found that children of divorced families 
(especially boys) had more behaviour problems than children from non-divorced 
families. However, when pre-divorce differences were controlled for, the differences 
in behaviour problems post-divorce were no longer found to be statistically reliable. A 
further study conducted by Elliot and Richards (1991), utilised the British sample used 
by Cherlin et a l (1991). They found that at age 16 there were significant differences 
in the psychological adjustment between children from divorced and non-divorced 
families. However, these same differences were present when the children were age 7, 
and their parents were still married. Several subsequent studies support the finding
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that differences between divorced and non-divorced children are present prior to 
divorce. Jenkins and Smith (1993) found that children whose parents later divorced 
already displayed higher levels of disturbance such as anxiety, fear, sadness, 
aggression and sleep problems in middle childhood than children whose parents did 
not go on to divorce. Amato and Booth (1996) found that problems in child-parent 
relationships were present as early as 8-10 years prior to divorce. Aseltine (1996) 
found that problems in children’s internalising and externalising behaviours, social 
competence and self-esteem were present prior to divorce.
These longitudinal studies support the findings of cross-sectional research and have 
also found differences between children from divorced and non-divorced families. 
However, longitudinal research has found that these differences are present prior to 
divorce and are not necessarily due to the psychological effects of divorce. These 
findings to do not support the statement that “divorce is bad for children” as it may not 
be divorce itself that is bad for children. This had led researchers to explore whether 
family processes that precede divorce are responsible for the observed negative effects 
of divorce on children’s well-being. In particular researchers have explored the 
psychological effects of parental conflict on children.
(4) Parental Conflict Research
Parents who divorce may have lived together unhappily for some time before the 
divorce. Research shows that children from divorced families are exposed to more 
parental conflict than children from non-divorced families (Cummings & Davies,
1994). The ‘interparental conflict’ perspective suggests that parental conflict is 
damaging to children’s psychological well-being and that this factor alone can explain 
many of the negative outcomes of divorce (Amato, 1993). It proposes that children’s 
psychological well-being is effected by parental conflict and not necessarily by 
divorce per se (Amato, Loomis & Booth, 1985). This perspective suggests that 
parental conflict has more negative effects on children than divorce (Enos and Handal, 
1986) and also suggests that divorce may even have beneficial effects on children by 
reducing exposure to parental conflict (Barber and Eccles, 1992).
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Several studies provide support for this perspective. Jekielek (1998) examined children 
exposed to high levels of parental conflict, and compared children whose parents 
divorced with children whose parents remained married. She found that children 
exhibit lower levels of anxiety and depression when their parents divorce than when 
their parents remained married. These results support the possibility that divorce, 
following high conflict, may actually improve the psychological well-being of children 
relative to remaining in a high conflict family household. Coiro (1999) reported that 
children exposed to high levels of parental conflict are at risk from a variety of 
problems and that the adverse effects of parental conflict are greater than the effects of 
divorce. She concluded that children benefit when high conflict marriages are 
resolved. Further studies have also found that parental conflict has stronger negative 
effects on children’s psychological well-being than divorce (Forehand et al., 1994; 
Mechanic & Hansell, 1989). It has also been found to be more harmful to children than 
parental absence through death or divorce (Peterson and Zill, 1986). This research 
suggests that parental conflict may account for observed differences between children 
from divorced and non-divorced families, and may be responsible for the perceived 
negative psychological effects of divorce on children (Hanson, 1999).
From the authors clinical experience, they have known clients to label their childhood 
as an ‘unhappy one’, on exploring this they state that this was due to their parents 
constantly arguing or fighting. On several occasions clients have stated that when they 
grew up and left home their parents divorced and so must have previously stayed 
together for ‘the sake of the children’, they are often ambivalent as to whether this was 
beneficial or harmful to them. Emery, Fincham & Cummings (1992) report that 
witnessing adult anger is physiologically and affectively stressful for children. It can 
also influence children indirectly through its effects on parenting and the parent’s 
psychological well-being. Slater and Haber (1984) found that ongoing high levels of 
conflict, whether in divorced or non-divorced homes, produce lower self-esteem, 
increased anxiety and a loss of self-control in children. Kurdek and Siesky’s (1980) 
extensive data on children who had experienced their parents divorce indicated that 
although learning of the divorce and adjusting to the loss of a non-custodial parent 
was painful for children, it was preferable to living in conflict. Amato (2000) suggests 
that when parental conflict is high, intense, chronic and overt divorce represents an
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exit for children from a stressful situation. However, in contrast to this, research has 
found that children from low conflict families lose a great deal when their parents 
divorce (Amato, Loomis & Booth, 1995). This suggests that divorce is not 
necessarily bad for children and can be beneficial for children, when they are escaping 
from a high conflict situation. Further research has also demonstrated that divorce can 
have positive effects on children.
(5) Research Exploring the Positive Effects of Divorce on Children
There is a paucity of research that emphasises the positive psychological effects that 
divorce can have on children. This research does not dispute that divorce is a negative 
event that can have negative psychological effects on children. However, it suggests 
that potentially stressful events such as divorce can have positive long-term effects on 
children if problems are resolved successfully (Thoits, 1995). Gately and Schwebel
(1991) reviewed studies that reported favourable outcomes in children following 
parental divorce. They suggest that divorce forces children to engage in personal 
adjustment and from attempting to adjust to parental divorce children may develop 
strengths, skills and abilities to meet new challenges. They also add that from 
mastering new challenges children may develop new positive self-cognitions. Weis 
(1979) found that following divorce children frequently assume a variety of domestic 
roles to compensate for the absent parent. This has been found to be beneficial to 
children by broadening their skills and competencies. A qualitative study by Arditti 
(1999) found offspring from divorced families, and girls in particular, develop 
especially close relationships with their custodial mums; this is consistent with 
findings from quantitative work (Amato and Booth, 1996). Reinhard (1977) found that 
adolescents experiencing divorce saw themselves as maturing faster and did not feel 
they were adversely affected by their parents ‘sensible’ decision to separate. Further 
research suggests that children are neither overly distressed (Kurdek and Siesky, 1980) 
nor emotionally hampered (Bernard & Nesbitt, 1981) by the divorce of their parents. 
However, Herthrington (1989) notes that only a minority of children cope 
constructively with the challenges of divorce and emerge as psychologically enhanced. 
Therefore, although divorce has been found to have some positive effects on some 
children, more children are hurt by divorce than are not.
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(6) Methodological Problems with the Research
After reviewing the literature on the effects of divorce on children it is apparent that 
there is considerable debate among researchers as to whether “divorce is bad for 
children”. One possible explanation for this is the numerous methodological problems 
with studies researching the effects of divorce on children. In discussing these 
methodological problems individual studies will not be cited, as Demo and Acock 
(1988) note that many of the problems pertain to virtually all of the studies and all of 
these problems should be considered when evaluating this research.
(a) Cross-sectional studies
Much of the divorce research has used cross-sectional designs and this method of 
research has received a great deal of criticism. These studies are limited as they can 
only study children at one point in their development and at a certain time since the 
divorce (Emery, 1988), they therefore, do not allow for examination of causal 
directions or developmental effects (Barber & Eccles, 1992). Block, Block and 
Gjerde (1986) highlight further problems with this type of research. They suggest it is 
reliant on retrospective data, which may permit ‘biasing errors’. It may be that when 
looking back overtime people may be susceptible to faulty memories and differential 
willingness to discuss personal events. The ‘etiological error’ may also occur whereby 
in hindsight people find a ‘cause’ that can be linked to an outcome.
(b) Sampling methods
A further criticism of the divorce literature made by Block, Block and Gjerde (1986) 
is that some studies use inadequate sampling methods. Demo and Acock (1988) 
suggest that clinical samples are the most problematic non-representative samples 
used in divorce studies. Clinical samples are based on individuals who are suffering 
from disorders severe enough to bring them to the attention of mental health 
practitioners. This sample is likely to have a variety of other family of origin problems 
such as parental death or mental illness. Clinical samples tell us little about a child’s 
typical experience following divorce since most children who experience divorce do 
not seek professional help or support. Therefore, the findings of these studies may be
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misleading, as this sample is likely to be more seriously distressed than a random 
sample of children whose parents have divorced. Issacs, Leon and Donohue (1987) 
have found that subjects in clinical samples tend to be more maladjusted than their 
peers. Amato and Keith (1991b) found that studies using clinical samples present a 
more serious picture of the effects of divorce, which cannot be generalised, to the 
wider community.
Another sampling problem with the divorce research is proposed by Barber and Eccles
(1992). They suggest that samples are pre-dominantly drawn from white middle class 
families and therefore, the findings cannot be generalised to other ethnic and 
economic groups. They suggest that studies that have selected samples randomly are 
rare and often the sample size used is not large enough to do complex multivariate 
analyses. When large representative samples of the population have been used, 
studies often do not find the expected negative effects of divorce, or they find that the 
differences between children of divorced and non-divorced families are negligible 
(Kulka and Weingarten, 1979).
(c) Confounding variables
A further criticism of the research is that some studies have not employed statistical 
control of possible confounding variables. Findings by Amato and Keith (1991a) 
revealed that studies that have failed to use controls found bigger differences between 
children from divorced and non-divorced parents than studies where confounding 
variables were controlled. Demo and Acock (1988) suggest that many studies have not 
controlled for factors such as income or social class, which may have considerable 
impact on the effects of divorce on children. Amato and Keith (1991b) state that 
parental occupation and education are associated with divorce but are not necessarily 
controlled for in divorce studies. Given these problems studies are likely to 
overestimate the effects of divorce.
(d) Publication bias
Amato and Keith (1991a) suggest that a bias may exist in the research that gets 
published. There may be a tendency for reviewers and editors to publish studies using 
weak methodology if they show large and significant difference between children
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from divorced and non-divorced parents. Therefore, a study may be published because 
of its findings, in spite of its limitations.
(e) The research focus
Gately and Schwebel (1991) suggest that the way research questions are framed may 
have affected the literature as researchers may have employed models and methods 
more likely to detect unfavourable than favourable outcomes. They argue that early 
researchers used a pathogenic model, defining a divorced family as a deviation from 
the normal traditional two-parent family, and sought to link this less desirable family 
structure to unfavourable outcomes in children (Levitin, 1979). This has led 
researchers to use measures that are more likely to identify unfavourable outcomes 
following divorce. Barber and Eccles (1992) support this and state that research 
questions need to be developed from a framework other then the common crisis 
perspective and that the influences of divorce need to be examined using a more 
objective model. They suggest that the prevailing negative conceptualisation of 
divorce has biased the knowledge base on the impact of divorce, because of its impact 
on the range of outcomes and mediators studied. It is argued that research is biased as 
it has focused on the negative aspects of divorce and ignored the positive outcomes.
These methodological problems limit our understanding of the effects of divorce on 
children and restrict generalization of the studies results. The problems with the 
research may lead studies to overestimate the negative effects of divorce on children. 
This is supported by Amato and Keith (1991b), who found that studies that used a 
more sophisticated research method found a more tenuous connection between 
parental divorce and children’s well-being. Levetin (1979) states the most important 
questions about the effects of divorce remain unanswered because of problematic 
methodology. It appears that the numerous flaws in the divorce research may to some 
extent account for the conflicting findings in the literature.
(7) Individual Differences Across Children of Divorce
A further explanation for the contradictory research findings on the effects of divorce 
on children is the heterogeneity of children of divorce. Demo and Acock (1988)
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argues that it is simplistic and inaccurate to think of divorce as having universal 
consequences for children. The literature provides evidence for variations in the 
effects of divorce on children according to a number of factors. Although inconsistent, 
research has shown differences in children’s responses to divorce according to gender. 
Some studies find stronger effects of divorce on boys then girls (Doherty & Needle, 
1991; McLanahan & Sandefur, 1994; Rodgers, 1994) whilst other studies do not 
confirm this finding (Aseltine, 1996). Studies have also looked at how children of 
different ages respond to divorce (Demo & Acock, 1988; Amato & Keith, 1991a; 
McLanahan & Sandefur, 1994). The findings from these studies are varied. Overall, it 
appears that the experience of divorce is no easier for children at any age it is just 
different. Amato and Keith (1991b) have found evidence of racial differences in 
children’s responses to divorce, with white children having more negative effects of 
divorce than black children. They suggest that this may be due to the general 
prevalence of single-parent families in black communities and state that divorce may 
only marginally lower the quality of life for disadvantaged minorities. However, 
Amato (2000) emphasises that the number of studies that have used non-white 
samples is so few that the findings cannot be generalised. Differences in children’s 
responses to divorce according to their class are currently unknown. Hess & Camara 
(1979) report that the samples used in the research are predominantly middle class. It 
may be that the effects of divorce vary according to class particularly given that 
divorce has been found to have socio-economic effects that impact upon children 
(McLanahan & Booth, 1989).
As well as individual differences in children’s responses to divorce being found across 
demographic variables, differences have also been found across children’s personal 
characteristics. Although in its infancy, emerging research has identified some factors 
that may be related to resilience or risk in coping with divorce. Hetherington (1989) 
found that children with a difficult temperament were less adaptable, and experienced 
more problems following divorce than children with an easy temperament. This 
suggests that a difficult temperament is a risk factor, whereas an easy temperament 
may make children more resilient to the effects of divorce. Children’s coping styles 
has also been associated with differences in the psychological effects of divorce on 
children. Armistead et a l (1990) found that for boys, poorer functioning following
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divorce was linked with the use of an avoidant coping style. Other maladaptive coping 
styles such as self-blame have also been found to serve as risk factors for children 
following divorce (Kurdek & Berg, 1987).
As Jekielek (1998) reports, divorce does not affect all children equally. It appears that 
the psychological effects of divorce vary according to the demographics and 
characteristics of children. Therefore, whether “divorce is bad for children” will to 
some extent, depend on the individual child. This, coupled with the methodological 
problems within the research, may account for the inconsistent and varied findings. 
However, it would be nai've to believe that these factors alone account for the differing 
research findings, as I have already discussed how the characteristics of a family (i.e. 
levels of parental conflict) also contribute to the effects of divorce on children. It 
appears that the outcomes for children of divorce are diverse and depend upon many 
complex inter-related factors, such as the demographics and characteristics of the 
child and the family.
Having reviewed the literature the authors shares Demo and Acock’s (1988) 
viewpoint that it is inaccurate and simplistic to think of divorce as having uniform 
effects on children. It appears that research has taken an over simplified approach to 
studying the effects of divorce on children. It is the author’s view that some research 
has treated divorce as a single event rather than a process. Early research appears to 
have been searching for the direct effects of divorce on children, neglecting other 
important factors implicitly related to divorce, such as the characteristics of the child 
and the family. More recent research has begun to unravel and understand the factors 
associated with divorce outcomes for children. The authors feels this research is 
important in understanding the psychological effects of divorce on children, as it 
appears from research that these effects vary along a continuum and are dependent 
upon the interaction of these factors. Recent research such as the Divorce Stress 
Adjustment Perspective Model has begun to explore this view.
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(8) Divorce Stress Adjustment Perspective Model
A perspective proposed by Amato (2000) has drawn together discrete pieces of 
research into a conceptual model that helps to summarize the varied outcomes of 
divorce research. The framework this model uses provides a useful way of explaining 
the factors that may contribute to whether or not “divorce is bad for children”. This 
model can be applied to both adults and children but for the purpose of this essay is 
will be discussed in relation to children. An outline of the model is in figure 1.
Fisure 1: The Divorce Stress Adjustment Perspective Model 
(As cited in Amato, 2000, pp. 1271)
Divorce
Process
Severity & 
duration o f  
psychological, 
behavioural & 
health problems.
Adjustment
Decline in effective support & 
parental control 
Loss o f  contact with one parent. 
Continuing conflict between parents. 
Economic decline.
Other stressful divorce-related 
events.
Mediators
(Stressors)
Demographic characteristics.
Definition and meaning o f  divorce.
Resources:
Individual (coping skills, self-efficacy, social 
skills).
Interpersonal (social support).
Structural (community services, employment).
Moderators 
(Protective Factors)
This model views divorce as a process rather than a discrete event. The process begins 
while the couple live together and ends long after the legal divorce is concluded. The 
model suggests that divorce can lead to negative, positive or mixed outcomes for 
children depending upon the presence of various mediating and moderating factors.
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Mediators (stressors) represent the mechanisms through which divorce can affect 
peoples functioning and well-being, whereas moderators (protective factors) produce 
variability in outcomes by influencing the link between the divorce process and 
mediating factors. Rutter (1987) suggests that moderators are like shock absorbers and 
weaken the link between divorce and people’s experience of stress which impacts 
upon the extent to which children experience psychological effects of divorce. The 
divorce-stress-adjustment perspective states that some individuals are more resilient 
than others following divorce, depending on their configuration of these moderating 
factors. This model is valuable as it considers the interaction between individual 
differences in children, families and the divorce process that contribute to the 
psychological effects of divorce on children. It therefore, encompasses the
contribution that parental conflict has on the effects of divorce on children. The model 
does not confirm nor disconfirm the statement that “divorce is bad for children” but 
instead places emphasis on the individuals involved and the context within which the 
divorce occurs, concluding that the effects of divorce on children are homogenous. 
The author feels that this is a step forward in the research literature as it attempts to 
address the complexity of the effects of divorce on children.
(9) Conclusions and Future Research
Research has demonstrated that the psychological effects of divorce on children vary 
considerably. It has shown that whether “divorce is bad for children” is dependent on 
many factors, including the characteristics of the family i.e. parental conflict, and the 
characteristics of the individual child. These factors cannot individually predict or 
account for the psychological effects of divorce on children. Instead, it appears to be 
the interaction of these factors that make a child more or less vulnerable or resilient to 
the psychological effects of divorce. Therefore, divorce is not a unitary experience for 
children and the effects of divorce may be strong for some, and minimal for others 
(Amato and Keith (1991b). Divorce may actually benefit some children, lead others to 
experience temporary declines in psychological well-being that improve with time, or 
force others on a downward negative cycle from which they never fully recover 
(Amato, 2000). Hetherington (1993, pp.55) states
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“most go on to lead capable and fulfilling lives. It is the diversity rather than the 
inevitability of outcomes that is notable in response to divorce”.
In recent years the divorce research has turned a comer. It no longer seeks to answer 
the question of whether “divorce is bad for children” but appears to be asking, “what 
factors contribute to divorce being bad or good for children?” It has identified several 
factors that influence the effects on children, and is now moving towards looking at 
the relationship between these factors. It is this area that should be the focus of future 
research. This research needs to overcome the methodological problems of previous 
studies. It perhaps also needs to reflect changes in our society. It should consider 
incorporating parents who are not legally married but are co-habiting and then 
separate, as currently children from these families are not represented by the literature.
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Older Adult Essay
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(1) Introduction
‘At any one time 10-15% of the population aged 65 and over will have depression’
(Department of Health, 2001; Page 93)
Depression is generally considered to be the most common psychiatric disorder 
among older people1 (Blazer, 2002). The exact prevalence is likely to be even higher 
than studies suggest, as depression in older people is one of the most frequently 
missed health problems by General Practitioners (Kline, 1976), and is under­
diagnosed (Department of Health, 2001). At present the proportion of the population 
of older people is increasing throughout the developed world, and so too is the clinical 
problem of depression in older people (Katona, 1994). It is often presumed that 
depression in this age group is expected as a normal part of ageing, termed the 
‘understandability phenomenon’ (Blanchard, 1996) or the ‘fallacy of good reasons’ 
(Unutzer et a l, 1999). Prior to researching this topic the author, to some extent shared 
the ‘understandibility’ notion and thought ‘it’s not surprising that older people are 
depressed’. These common misconceptions have led older people, their families, and 
some professionals to perceive depression as an inevitable consequence of aging 
rather than as a health problem that will respond to treatment. Consequently, it is 
under treated (Lebowitz et al., 1997), and although considerable research has been 
carried out on the effectiveness of pharmacotherapy, there has been little research 
evaluating the effectiveness of psychotherapy treatments (Mintz et a l, 1981). Thus, 
the effectiveness of psychotherapy has been a lively topic of debate during the last 10 
years (Arean & Cook, 2002) and remains unclear. This essay aims to explore this 
issue, by discussing the contribution that psychotherapies can make to alleviating 
depression in older people.
Prior to directly focusing on the contribution of psychotherapies, it is valuable to 
briefly reflect further upon the rationale for exploring this issue. Following this, the 
essay will discuss the contribution of psychotherapies. It will do this in relation to two
1 For the purpose o f this essay the term older people will refer to people aged 65 and older.
70
Volume 1 Academic
psychological models, cognitive-behavioural therapy (CBT) and reminiscence therapy 
(RT). These particular models have been selected due to the contrast in terms of their 
development. CBT was originally developed as a treatment approach for depression 
(Beck et al., 1979) and has since been applied to older people, whereas RT is the only 
psychological treatment approach developed specifically for older people (Watt & 
Cappeliez, 2000). CBT will be discussed at more length than RT, due to there being 
considerable more research on CBT than on RT,
CBT will be discussed first, and for the purpose of this essay CBT will encompass 
cognitive therapy but will not include behaviour therapy without a cognitive 
component. This broader definition will be used as the research often uses the terms 
CBT and cognitive therapy interchangeably (Koder et al, 1996). The CBT model and 
the reasons why it may contribute to decreasing depression in older people will be 
explored. The research on the effectiveness of CBT in alleviating depression in older 
people will then be evaluated. This research is inconclusive and the reasons for this 
will be discussed. The second part of the essay will focus on RT and the reasons why 
it can make a contribution to alleviating depression, followed by examining research 
on its effectiveness. The findings from this research are mixed and explanations for 
this will be considered. Finally the methodological problems of the research will be 
presented and possible future directions for research will be proposed prior to 
conclusions being drawn.
(2) Rationale
There are extensive reasons as to why it is important to establish what contribution 
psychological therapies can make to depression in older people. Laidlow (2001) found 
that clinicians do not necessarily consider psychological treatments for late life 
depression. Reasons for this include; the legacy of Freud’s concept that older people 
do not benefit from psychotherapy; the therapists’ low expectation of treatment 
success (Unutzer et a l , 1999); stereotypes of rigidity, i.e. ‘you can’t treat an old dog 
new tricks’ (Butler & Lewis, 1982); clinicians’ views of older people’s reluctance to 
consider psychotherapy interventions (Steur, 1982); and lack of training of 
professionals (Laidlaw, 2001). Solomon et a l (1982) has also suggested that older
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people themselves hold negative views towards seeking psychotherapy. He states that 
some older feel that they should solve their own psychological problem and that 
psychotherapy is for ‘lunatics’. They grew up in the pre-psychotherapy era, and have 
an expectation of receiving physical treatments for psychological difficulties, (Woods, 
1995) and do not seek psychotherapy treatment (Kasterbaum, 1979).
These factors go some way to explaining why older people are prescribed anti­
depressants rather than psychotherapy for depression (Brodaty et a l , 1993). However, 
many older people suffer from physical illnesses, which prevent them from taking 
anti-depressants (Evans, 1995). Evidence also shows that older people who take anti­
depressants are more likely to suffer side-effects, and develop more serious adverse 
consequences (Katona et a l , 1997). In addition to this, only 60-65% of older people 
who take anti-depressants show definite improvement (Chaisson-Stewart, 1985). In 
view of this, psychotherapy appears a desirable alternative or additional treatment 
modality for depressed older people (Mintz et a l 1981). However, the lack of 
consensus and myths regarding the effectiveness of psychotherapies serve as a barrier 
to older people receiving therapy. Therefore, a greater understanding of the 
contribution that psychotherapies like CBT and RT can make to helping depressed 
older people is imperative, and will benefit healthcare providers, clinicians and most 
importantly, older people.
(3) Cognitive Behaviour Therapy (CBT)
(a) Outline of model
CBT has its origins in both behaviour therapy and cognitive therapy. The rationale 
proposed by Beck et a l (1979) for cognitive therapy and by Lewinsohn et al (1984) 
for behaviour therapy, is that depressed people experience both cognitive and 
behavioural disturbances that lead to the development and maintenance of depression. 
The model proposes that how a person feels and behaves is determined by the way 
that they think and make sense of their experiences. CBT attempts to change 
behaviour by altering the thoughts, interpretations and assumptions that are 
maintaining the depression.
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(b) Why CBT may contribute to alleviating depression in older people?
Moberg and Lazarus (1990) state that CBT is particularly relevant to older people. 
Several reasons have been suggested for this. Thomae (1980) states that as people get 
older they develop a negative attitude towards ageing. Frequently the thoughts that 
precede older people’s depression are related to their belief that being old makes them 
inferior to younger people, CBT would explore these ageist beliefs. Cautela and 
Mansfield (1977) suggest that CBT is good for older people as it focuses on change 
rather then delving into the person’s past. This is beneficial for older people who may 
see the present as unfavourable when compared with the often glorified and distorted 
‘good old days’. A further reason why CBT is applicable to older people is that it is a 
collaborative therapy. It primarily views the older person as the agent of change who 
has control over their predicament (Moberg & Lazarus, 1990). This is important for 
older people as from my experience often other people or events take control over 
their lives or decision making, which may result in a loss of self-efficacy or dignity for 
the older person. Wilkinson (1997) suggests that CBT is a good approach when 
working with older people as it has been found to be helpful for people facing adverse 
life circumstances. This is important for older people, as there is an increased 
likelihood that they are facing real-life problems such as illness or loss. CBT may 
contribute to alleviating problems of depression in older people, as it has been shown 
to be an effective treatment approach for depression in younger people. Knight (1996) 
suggests that the problems threatening emotional ‘homeostasis’ in older people are 
generally the same as the problems at any time in the life span but are more prominent 
in old age. It appears that there are numerous reasons as to why CBT may contribute 
to alleviating problems of depression in older people. However, the question of 
whether the research base supports this will be discussed next.
(c) Research on CBT and depression in older people
CBT has received the most research attention of any psychotherapy treatment for 
depression in older people. Studies have explored the effectiveness of both individual 
and group CBT and have compared these to no treatment, pharmotherapy and others 
psychotherapies. In reviewing the literature the research will be structured according 
to these different comparisons.
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(i) CBT compared with no treatment
Research comparing CBT to no treatment has consistently found that CBT is superior 
to usual care (Campbell, 1992; Viney et al., 1989), wait-list control (Koder et al., 
1996 Rokke et a l , 2000) and placebo (Jarvik et al., 1982). Scogin and McElreath 
(1994) undertook an extensive meta-analysis of studies published between 1975 and 
1990 of psychosocial interventions for depression. They concluded that depressed 
older people receiving CBT had significantly reduced symptoms when compared with 
those receiving a placebo or no therapy. Studies have found that these treatment gains 
persist. Rokke et a l (2000) found that older people treated with CBT had a significant 
improvement of depressive symptoms at a one-year follow up when compared to the 
wait-list control group.
(ii) CBT comvared to medication
Very few studies have compared CBT with anti-depressant medication. Blackburn et 
al (1981) studied 64 patients who were randomly assigned to one of three treatment 
conditions; CBT, anti-depressants or a combination of the two. They found CBT to be 
superior to anti-depressants but found that combination treatment was superior 
overall. Jarvik et al (1982) compared a CBT group, a psychodynamic group, anti­
depressants and a placebo. They found that the placebo showed the least 
improvement. Of those in the groups 12% had full remissions compared to 45% of 
people taking anti-depressants. However, most people in the groups experienced some 
improvement where as 36% of patients who took anti-depressants experienced no 
improvement. Beutler et al (1987) compared anti-depressants with CBT and assigned 
56 patients to one of four conditions; alprazolam, placebo, CBT plus placebo or CBT 
plus alprazolam. He reported CBT to be superior to alprazolam in terms of the 
patient’s subjective perceptions of their mood and sleep efficiency. No differences 
were found between alprazolam and the placebo, regardless of whether individuals 
received CBT. They also found that older people assigned to the CBT condition were 
less likely to terminate treatment prematurely. Thompson et a l (1991) conducted a 
more recent study. This study consisted of 100 older people and compared CBT, 
desipramine and CBT combined with desipramine. It found that CBT alone and 
combination treatment was more effective than desipramine alone. In summary, it 
appears that there is some evidence that CBT may be equal to or more effective than
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anti-depressants, and that these treatments combined may increase their effectiveness. 
However, the research has yet to compare CBT to newer anti-depressant medication 
(such as selective serotonin reuptake inhibitors) and therefore, the effectiveness of 
CBT in comparison to these remains unknown (Arean & Cook, 2002).
(in) CBT comvared to other psvchotheravies
There is little research comparing CBT with other psychotherapies and the studies that 
have been conducted have produced mixed findings. Some studies comparing CBT 
with psychodynamic therapy have found that both therapies are effective but there is 
little difference between their treatment outcomes (Jarvik et al., 1982; Thompson & 
Gallagher, 1984; Thompson et a l, 1987). Other studies have found CBT to be more 
effective than psychodynamic therapy (Gallagher & Thompson, 1982; Steur et a l, 
1984; Zerhusen et a l, 1991). Research exploring the effectiveness of CBT compared 
to behaviour therapy has found both treatments to be equally effective (Gallagher & 
Thompson, 1982, Scogin & McElreath, 1994; Thompson et a l, 1987;).
From reviewing the literature it would appear that CBT is an effective treatment 
option in comparison to no treatment and some medications. However, it is difficult to 
draw any definitive conclusions as to its relative efficacy over other psychotherapies 
(Koder et a l , 1996). However, in spite of this research there is still some disagreement 
among researchers as to the contribution that CBT can make to alleviating depression 
in older people (Arean & Cook, 2002). There are three possible reasons for this. 
Firstly, there is disagreement as to whether adaptations to CBT are necessary when 
working with older people. Secondly, it may be that CBT is more effective with some 
older people than with others. These explanations will be discussed next in more
detail. Finally, there are methodological problems with the studies researching this
\
issue. This explanation will be discussed at the end of this essay, as it is relevant to 
CBT and RT.
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(d) Are adaptations to CBT necessary for it to contribute to alleviating 
depression in older people?
The issue of whether CBT needs to be adapted in order to be effective with older 
people is an important one. Laidlaw (2001) states that previous literature has assumed 
that adaptations are essential. He believes this viewpoint is potentially misleading, and 
requires challenging. He emphasises an important distinction between adaptations and 
modifications. The term ‘adaptations’ alerts clinicians to the possibility that a model is 
inadequate where as, ‘modifications’ are intended to enhance the treatment outcome 
of a model. Therefore, the term ‘adaptations’ may have led clinicians to assume that 
CBT was not effective for older people with depression, which may account for why 
there remains disagreement among researchers on this issue.
Zeiss and Steffan (1996) advocate the importance of not assuming that adaptations of 
CBT are needed, as the structural elements of CBT used with younger people are the 
same as with older people. Laidlaw (2001) shares this view, and states that major 
adaptations are not necessary in every case but suggests that with some older people 
there are age-related factors to consider which may enhance the effectiveness of the 
therapy. He proposes that a CBT approach emphasises the idiosyncratic nature of an 
individual’s problems and therefore, these age-related factors should be considered 
through an evolving CBT formulation. Laidlaw et a l (2003) propose that the standard 
CBT formulation can be supplemented with these factors when working with older 
people and have developed a model that incorporates these factors. An outline of this 
model is presented in figure 1. In view of this model, it appears that researchers are no 
longer questioning whether adaptations are necessary but are now considering factors 
relevant to the individual that may enhance the contribution of CBT. Researchers are 
considering the individual differences within this group, a move away from viewing 
older people as a homogenous group. Therefore, this leads to the question of whether 
CBT is more effective with some older people than with others.
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Figure 2: Cognitive Formulation for Depression in Later Life 
(As cited in Laidlaw et al., 2003; page 180)
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(e) For whom is CBT effective?
Another explanation for the lack of consensus among researchers as to the 
effectiveness of CBT with older people is that it may be more effective with some 
people than others. Steuer and Hammen (1983) state that it is important that therapists 
understand that this group is the least homogenous of all age groups and that often 
older people have more dissimilarities than similarities. Given the individual variation 
within this group research has began to explore which older people benefit from CBT.
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Findings from research exploring whether cognitively impaired older people are able 
to benefit from CBT are conflicting. Blackburn (1989) considers intact cognitive 
functioning, particularly in the areas of memory and concept formation to be essential. 
Whereas, other studies indicate that CBT may still be valid (Teri and Gallagher- 
Thompson, 1991) and efficacious (Teri et al., 1997) for individuals with cognitive 
impairment. Studies have found that severe depression is linked with poorer outcome 
(Teri & Lewinsohn, 1986; Thase et al., 1994; Thompson et al., 1986). Studies have 
also found a relationship between poorer outcome and personality disorder (Leung & 
Orrell, 1993; Morris & Morris, 1991), emotionally impoverished social networks 
(Thompson at al, 1986), stressful life events (Teri & Lewinsohn, 1986) and a higher 
level of automatic thoughts (Bisno et al., 1984). Better outcome has been linked to 
initial patient commitment (Marmar et al., 1989). Studies indicate that younger-older 
people benefit more that old-older people over the age of 75 (Engels & Vemey, 1997). 
The contribution that CBT can make to ethnic minority groups of older people has not 
been rigorously evaluated (Arean & Cook, 2002). Only one study has been conducted, 
which suggested that CBT can be of benefit (Arean & Miranda, 1986).
There is limited research on the individual predictors of outcome for CBT with 
depressed older people. Initial studies indicate that there is individual variation within 
this group and therefore, the magnitude of contribution that CBT can make to 
alleviating depression may depend on the individual being treated. Clearly more 
research is needed in this area and this will be emphasised at the end of this essay, 
after the contribution that RT can make to alleviating depression has been discussed.
(4) Reminiscence Therapy (RT)
(a) Outline of model
RT is derived from Eriksonian Developmental Theory. It proposes that reminiscence 
is a normal part of the aging process initiated by increased awareness of one’s 
mortality (Butler, 1974). It is based on the premise that failure to successfully 
integrate one’s life experiences may contribute to despair and depression in later life 
(Erikson et a l , 1986). RT involves older people re-examining and reintegrating salient 
life experiences, to help them to come to terms with past events that may be
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unresolved. There is no agreed treatment protocol for RT and a variety of types of 
reminiscence work have evolved, these have been applied to both groups and 
individuals. These range from life review, involving a structured evaluative approach, 
to unstructured reminiscence work. All of these approaches have been subsumed 
under the umbrella of RT, and all of these will be considered when discussing the 
reasons why RT may contribute to alleviating depression in older people.
(b) Why RT may contribute to alleviating depression in older people?
Numerous reasons have been proposed for why RT may help depressed older people. 
Norris (1986) proposes that reminiscing is a stimulating, enjoyable experience and a 
social activity. From my experience of older people, old age may be a time when they 
experience a vast reduction in activities, particularly socialising. A reduction in 
activities may serve to maintain depression and therefore, engagement in RT provides 
older people with a purpose to break this cycle. Norris (1986) also proposes that RT 
is a natural universally occurring process so people feel at ease doing it. He suggests 
that it has advantages over other therapies as its principles and values are easier to 
identity with and most people have the ability to reminisce. Comana et a l (1998) 
states that reminiscing is readily available anytime and anywhere, as it is cost- 
effective and requires minimal resources. RT aims to increase older people’s feelings 
of self-worth (Watt & Cappeliez, 2000). In RT the client is the expert of his or her 
personal memories. This process recognises older people as individuals who have 
something positive to contribute to life. It’s an opportunity for them to share their 
wisdom and experiences and highlights the assets of a person rather than their 
disabilities. For example, a person may not be able to remember recent events but may 
have a good memory for the past, by focusing on what they can do, not what they 
can’t do RT increases their feelings of self-esteem. The process of RT also enables 
older people to retain a sense of individual identity and convey this to others (Parker,
1995). From the authors experience of nursing homes or hospitals, often people’s 
identities are lost and sometimes very little information is known about a person. 
Also older people may be retired and may have lost the sense identity that they 
previously had through their role at work. This loss of identity or role has been linked 
to depression (Blazer, 1997). RT is a way to make people feel valued as individuals 
again. RT provides new significance and meaning to people’s lives. It encourages the
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individual to accept past events and resolve past conflicts and to identify worth in their 
life as it was lived (Wong, 1989; 1995). Butler et a l (1991) suggests that this is an 
important part of adaptation to old age and preparation for death and assists in 
relieving depression accompanied by ageing. It appears that there are extensive 
valuable reasons as to why RT may contribute to alleviating depression however, the 
effectiveness of RT is unclear and research exploring this issue will be discussed next.
(c) Research on RT and depression in older people
Despite the wide use of RT as a treatment for depressed older people, there remains 
some doubt about its effectiveness (Watt & Cappeliez, 2000). Studies are inconsistent 
and mixed in their support of RT. This is apparent in Scogin and McElreath’s (1994) 
meta-analysis of psychosocial treatments for depression in older people. In the studies 
they reviewed that compared RT with a control of no treatment, they found that RT 
ranged from having no effect at all to having a very large effect on depression. Fry’s 
(1983) study contained the largest effect size in their meta-analysis. This study 
included 162 participants who all had high levels of depression. The study found 
structured and unstructured RT were both significantly effective when compared to no 
treatment however, structured RT was significantly more effective than unstructured 
RT. Other studies have also found RT to be effective in alleviating depression in older 
people when compared to no treatment or a placebo (Arean et al., 1993; Goldwasser et 
a l , 1987; Rattenbury & Stones, 1989). In contrast, there are a number of studies that 
do not support the effectiveness of RT as a treatment for depression in older people 
(Cook, 1991; Haight, 1988; Perotta & Meacham, 1981; Stevens-Ratchford, 1993). 
Bohlmeijer et a l (2003) have completed a more recent meta-analysis, which included 
20 studies. They concluded that RT significantly improved depressive symptoms and 
is as effective as well-established pharmacological and psychological treatments. 
However, they also found that there was significant heterogeneity across the studies.
The research on the effectiveness of RT is inconsistent and inconclusive. There are 
three possible explanations for this. Firstly, there are wide variations in the way that 
RT is applied and one comprehensive theoretical model of RT does not exist. This 
makes it very difficult for researchers to compare studies and draw overall conclusions 
from them. However, a systematic review by Hsieh & Wang (2003) found that
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treatment modality, length or type were not related to treatment outcome therefore, 
this suggests that the wide variations of RT do not necessarily account for the 
inconsistent findings across studies. A second explanation is the methodological 
problems with studies and these will be discussed at the end of this essay. Finally, as 
with CBT, it is likely that RT is more effective with some older people than with 
others. This issue will be addressed next.
(d) For whom is RT effective?
As already mentioned, older people are a very diverse group yet, at present there is no 
research directly exploring the effects of RT on subgroups of depressed older people. 
The influence that gender, ethnicity, cohort, bereavement or illnesses have on 
individuals’ likelihood of benefiting from RT for depression is unknown. These 
personal characteristics may be related to outcome and may account for the 
inconsistent findings on the effects of RT. The existing research on the effects of RT 
supports this, and suggests that there is some individual variation in responses to RT.
Research indicates that the severity of a person’s depression impacts on the 
effectiveness of RT. A study of individuals with high levels of depression found RT to 
significantly decrease depression (Arean et al., 1993), whereas studies of individuals 
with mild depression have yielded conflicting results. This suggests that RT is more 
effective with severe depression than mild depression (Perrotta & Meacham, 1981). 
The literature also suggests that RT is not effective with depressed older people with 
psychotic symptoms (Botwinick, 1978; Radloff, 1977). A study by Youssef (1990) 
suggests that age may impact upon the effectiveness of RT. The study found that 
people older than 74 did not have significantly lower depression scores following RT, 
whereas people 65 to 74 did benefit from therapy. Another factor identified as 
affecting the outcome of RT is the importance a person attributes to their memories. 
Hanley and Gilhooly (1986) suggest that some people place a very high value on their 
memories, as if they are treasured possessions, whereas others have traumatic 
memories that they would prefer to leave in the past. Colman (1986) suggests that 
some depressed people are more prone to recalling negative events which if not dealt 
with may increase negative feelings. Sadavoy (1994) states that caution should be 
taken not to focus largely on bad images as this may re-create intense traumatic
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experiences. He suggests RT that for some individuals RT may have a negative 
impact. Other researchers suggest this and state that RT may have negative 
consequences for depressed people with obsessive tendencies, low ego strength or life
f
histories unlikely to be amenable to positive review (Kastenbaum, 1987). The existing 
literature indicates that personal characteristics impact upon the extent to which RT 
can contribute to alleviating depression. However, more research is needed in this area 
but prior to this, consideration should be given to the problems of the existing research 
so that improvements can be incorporated in the future.
(5) Methodological Problems with the Research
Having reviewed the literature, it is apparent that there remains considerable debate as 
to the effectiveness of CBT and RT treatments. As already mentioned, the 
methodological problems with research on this issue may contribute to the lack of 
consensus among researchers. In discussing these problems individual flaws of studies 
will not be cited as many of the problems pertain to virtually all of the studies and all 
of these problems should be considered when evaluating this research.
A major limitation with these studies is that they do not provide information on the 
long-term effect of therapy. Most of the studies measure the outcome of therapy at 3-6 
months post-treatment (Laidlaw, 2001), which is considered to be an inadequate. A 
further limitation is that studies do not consider confounding variables that may have 
impacted upon the findings, such as the co morbidity of physical illness. Other 
variables that have not been considered include the duration of the depression, socio­
economic status of clients, therapist experience, recruitment methods, • memory 
functioning, loss and previous treatments. Another problem is that the studies findings 
cannot be generalised, due to the unrepresentative samples frequently used. Most of 
the studies used Caucasian people, and studies of ethnic minorities are rare (Fry & 
Grover, 1982). Also a large proportion of potentially appropriate participants may not 
volunteer for treatment due to other realistic problems such as poor health, reduced 
mobility or lack of transport (Mintz et a l , 1981). Studies have also tended to focus on 
‘younger’ old people (Dunner, 2003), as often ‘older’ old people are excluded from 
trials due to concomitant medications. In addition to this studies have often used
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small sample sizes (Farrell, 1997). Another significant problem is the limitations with 
the measurements used to both diagnose depression and to measure treatment 
outcome. The most commonly utilised measures are the Beck Depression Inventory 
(Beck et al., 1961) and the Hamilton Rating Scale for Depression (Hamilton, 1960). 
These assessments have been criticised when used with older people due to their 
emphasis on somatic symptoms (Teri, 1991). These methodological problems may 
limit our understanding of the contribution that psychotherapies make to depression in 
older people and strongly emphasise the need for further research in this area.
(6) Conclusions and Future Research
The outcomes of research on the contribution that CBT and RT can make to reduce 
depression in older people vary considerably, making it difficult to draw definitive 
conclusions from the existing research. However, Koder (1996) suggests that there is 
an optimistic flavour to the emerging findings and it appears that both RT and CBT 
have the potential to make a considerable contribution to alleviating depression in 
older people. Despite of this, a lack of consensus continues to exist among 
researchers and clinicians as to the contribution that therapies can make. This is 
evident in clinical practice as older people are less likely to be offered psychotherapy 
as a treatment option (Brodaty et a l , 1993). Several reasons for this have been 
discussed in this essay. Firstly, the question of whether therapies like CBT should be 
adapted for older people continues to be debated. Secondly, research has treated older 
people as a homogenous group and therefore, the question of ‘for whom can 
psychotherapies contribute to alleviating depression?’ has only recently began to be 
asked. Finally, the existing research is limited due to its inherent methodological 
problems. Therefore, there continues to be many barriers to older people receiving 
psychotherapies and it is apparent that these could be overcome through future 
research.
Arean and Cook (2002) note the clear disparity between the number of psychotherapy 
trials and the number of medication trials researching depression in older people (700 
medication Vs 9 psychotherapy trails in last 5 years). Future research in this area is 
vital. This research needs to overcome the methodological problems of previous
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studies, and needs to focus on identifying the impact that individual-difference 
variables have on the outcome of psychotherapy treatments. This will inform 
clinicians as to which treatments work best with which patients. In the authors 
opinion, more emphasis should be placed on exploring the impact that 
psychotherapies for depression have on functional outcomes for older people. The 
current research appears to measure outcome in terms of symptom reduction, whereas 
qualitative research exploring older peoples’ experiences of psychotherapy for 
depression could be extremely informative. Further research may clarify the myths 
and uncertainty that continue to surround the issue of psychotherapy treatments for 
depressed older people. This in turn may impact on clinicians’ ambiguity about 
referring this group for psychotherapy and may subsequently help the growing 
number of older people who continue to suffer with depression.
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Summary of Adult Mental Health Case Report
A cognitive behavioural assessment and intervention for a 45-year-old women
presenting with panic disorder.
March 2004 
Year 1
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Summary of Adult Mental Heath Case Report
Sue Smith, is a 45 year old white British female whose first language is English. She 
was referred to the Community Mental Health Team (CMHT) by her G.P. as she was 
considered to be suffering from panic/anxiety attacks. The team psychiatrist initially 
assessed Sue, and then referred her to psychology for further assessment and 
intervention.
Assessment
The assessment took place at the CMHT base and was completed by myself 2 and 
observed by a Clinical Psychologist. The initial assessment was based on a one-hour 
semi-structured face-to-face interview and on previous case notes. The Beck Anxiety 
Inventory (BAI) and the Mobility Inventory (MI) were also completed
Formulation
From the assessment it was apparent that Sue’s main problem was that she was 
experiencing panic attacks when out on her own. This had led to her engaging in 
avoidance behaviours and at the time of the assessment Sue had left her job and had 
rarely been out alone for 7 months.
A number of factors contributed to the origins of Sue’s difficulties. Over the last 7 
years both of her sisters have died, and her mother and ex-partner have been 
diagnosed with life threatening illnesses. These events appear to have precipitated her 
difficulties, and have contributed to her developing anxieties about her health, leading 
her to become pre-occupied with a fear of dying.
Clark’s (1986) cognitive model of panic was used to provide an understanding of 
Sue’s difficulties. This model states that a stimulus appraised as threatening can 
trigger an attack. Sue experienced a strong chemical smell during her first panic 
attack, and subsequently has perceived smells as a threat that ‘it’s going to happen 
again’. Smells induce a state of anxiety, coupled with bodily sensations which are
2 Case report summaries will be written in the first person to facilitate reflection on relevant personal 
and clinical experiences.
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misinterpreted as indicative of an immediately impending catastrophe, i.e. dying. This 
further increases Sue’s anxiety, which results in a vicious cycle, ending in a panic 
attack. Sue’s panic attacks were maintained by both avoidance and safety behaviours.
Action Plan
There is good evidence to support the application of cognitive behavioural therapy 
(CBT) to panic disorder (Beck 1988; Oei et al., 1999; Goldberg, 1998). Sue responded 
very positively to initial discussions about CBT and Sue and I chose this intervention.
Intervention
Sue and I met for a total of 12 sessions. During therapy a good and trusting 
therapeutic alliance was developed. The therapy was based on a number of 
intervention themes;
Education. Socialisation and Formulation
Thought diaries and socratic questioning were used to identify and understand the 
sequence of events involved in Sue’s panic attacks. A collaborative formulation was 
developed, and behavioural experiments such as the paired associates task (Clark et al, 
1988) and the body focus task (Wells 1997) were used to support the formulation, and 
illustrate the relationship between its components.
Cognitive Restructuring
A process of guided discovery was used to collect evidence to challenge Sue’s beliefs. 
This provided a rationale for Sue to engage in behavioural experiments in order to 
directly challenge and disconfirm her beliefs.
Behavioural Exveriments
Panic induction experiments were used to disconfirm Sue’s belief that if she smells a 
strong smell, it will induce a panic attack and she will die. The experiments involved 
her smelling a number of different smells. She rated her belief in her feared 
catastrophe of dying before and after each experiment. After the experiments Sue’s 
belief in her feared catastrophe of dying had decreased.
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Situational Exposure
Situational exposure was used to expose Sue to situations she had been avoiding and 
to decrease her use of safety behaviours. This work was completed outside of the 
sessions and each week Sue and I agreed a task for her to complete.
Relapse Prevention
During relapse prevention work, Sue developed three lists; ‘Things I’ve achieved’, 
‘Things that have helped change’ and ‘Maintaining change’. She also rated her belief 
in the thought ‘I will die if I have a panic attack’ as 0 and was able to collate a list of 
evidence to disconfirm her belief.
MRI Scan
During therapy Sue attended her appointment. This was a significant turning point as 
it provided her with an important piece of evidence to disconfirm her belief that she 
was dying.
Outcome
Sue felt happy with her achievements in therapy. By the end of therapy she was going 
out alone on a daily basis, was rarely experiencing panic attacks and was not using 
safety behaviours. She had also she began making plans to return to work.
The frequency and severity of her attacks had decreased and they no longer affected 
her functioning. Sue’s scores on the MI and overall score on the BAI supported this.
From my perspective, Sue made good progress in therapy and attending her MRI scan 
had played a large part in this. Her prognosis was good, although maintaining progress 
was very dependent upon her levels of avoidance. She was discharged from the team 
but was aware that she could be re-referred via her GP should she require further 
support.
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Summary of People with Learning Disabilities Case Report
Assessment and intervention for a 14-year-old boy 
presenting with inappropriate sexual behaviour.
September 2004 
Year 1
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Summary of People with Learning Disabilities Case Report
Sam Thompson, a 14-year-old white British boy whose first language is English, was 
referred to the Community Team-Learning Disabilities (CT-LD) by his Assistant 
Head Teacher. He was considered to be displaying ‘grossly inappropriate sexual 
behaviour’ at school, and there had been several incidents involving him touching or 
exposing his genitals or touching other pupils’ genitals. The Community Nurse 
initially assessed him and then referred him to psychology for further assessment and 
intervention.
Assessment
The assessment was completed by myself and was based on interviews with Sam, one 
interview with the Assistant Head Teacher and two interviews with Mrs Thompson. It 
was also based on previous case notes, informal observations of Sam at school, and 
discussions with his Learning Support Assistant. The Sexual Attitudes and Knowledge 
Assessment (SAK) and the Sexual Knowledge Interview Schedule (SKIS) were also 
completed as part of the assessment. To further assess the frequency and severity of 
Sam’s behaviour, and to provide a baseline for monitoring progress, a behaviour 
recording chart was developed during the assessment for completion by his Learning 
Support Assistant.
Formulation
McCarthy’s (2004) model for differentiating inappropriate sexual behaviour and 
sexual offending was used to understand Sam’s behaviour in terms of sexually 
inappropriate behaviour as oppose to sexual offending. A behavioural model was then 
used to provide an understanding of the origins and development of Sam’s behaviour, 
and to clarify the factors that appeared to be maintaining it.
It was hypothesised that numerous vulnerability factors have contributed to the origins 
of Sam’s behaviour; these include biological, psychological, social and environmental 
factors. Both Sam and his mother were people with learning disabilities, were isolated 
within their neighbourhood, and had been the victims of ridicule from neighbours. As 
a result of this Sam had very limited opportunity to develop relationships with others
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and to establish an understanding of what is acceptable and unacceptable behaviour 
within society. This, coupled with his learning disability, led to limitations in his 
social skills. Sam’s mother also lacks appropriate social skills, which contributed to 
his difficulties, as he had not had an adequate social role model to assist in developing 
his social skills. Sam had also recently lost his ‘dad’, Worden (2001) states that 
children who lose a parent during adolescence may often present with the inability to 
form close relationships. A further vulnerability was that Sam was approaching 
adolescence and puberty. He wanted to ‘fit in’ with others and had a need to establish 
friendships but did not have the appropriate skills to do so. In addition to this he was 
developing sexual awareness yet as is the case for many people with a learning 
disability, he had not received sex education (Griffiths et al., 1989).
Donnellan et a l (1988) report that both positive and negative reinforcements maintain 
behaviour. If the function of Sam’s behaviour is to develop friendships and be 
accepted by his peers, then other pupils’ responses of laughing will be a positive 
reinforcement. This will serve to increase the likelihood that he will engage in the 
behaviour again. In addition to this, Sam is receiving negative reinforcement through 
increased interaction with his teachers and the Head Teacher. Although this is a 
negative interaction, he may view this as increasing his popularity and acceptance by 
peers.
LaVigna and Willis (1995) state that in the long term perseverants maintain 
behaviour. Sam’s behaviour was serving to increase his social isolation and the stigma 
attached to him by others, which will in turn increase his desire to ‘fit in’. It further 
limits his opportunity to develop appropriate social skills and reinforces inappropriate 
social skills.
Action Plan
There is evidence to support the application of behavioural approaches to 
inappropriate sexual behaviour (Polvinale, & Lutzker, 1980; Ward & Bosek, 2002) 
and this approach formed the basis of the intervention.
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Intervention
Sam and I met for a total of 12 sessions. The formulation suggested that Sam lacked 
the skills to develop relationships with others in a socially acceptable way, and that his 
behaviour was a means of interacting with peers. Emerson et a l (as cited in Brown & 
Barrettt, 1994) suggest that when inappropriate sexual behaviour serves a social 
function then intervention needs to focus on teaching the individual to relate to others 
in a socially appropriate way. Therefore, the intervention was based on overcoming 
Sam’s denial of his difficulties and establishing boundaries, social skills training and 
sex education. Sam’s attention span was limited, to overcome this sessions were 
structured so that every 10 minutes of work was followed by a 5 minute break.
Outcome
The SKIS and SAK assessments demonstrated an improvement in Sam’s social and 
sexual knowledge. From personal observations, his social skills appeared to develop 
over the course of sessions. He no longer invaded personal space, was able to engage 
in ‘small talk’ and began using verbal rather than non-verbal means of interaction for 
example, using my name to get my attention rather than tapping me on the arm.
It was difficult to predict Sam’s prognosis. Although behaviour recording charts were 
implemented at school, due to the school holidays and the low frequency of Sam’s 
behaviour, changes in frequency or severity of his behaviour could not be established. 
In my view, observations indicated that Sam understood what he has learnt enough to 
apply it to his behaviour.
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Summary of Children and Families Case Report
Systemic work with an 11-year-old girl 
experiencing difficulties forming friendships with her peers.
April 2005 
Year 2
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Summary of Children and Families Case Report
Jane Northwood, an 11 year old white British girl whose first language is English, was 
referred to the tier 3 multi-agency service by her mother. Her mother was concerned 
that she was experiencing difficulty interacting with her peer group. She states that 
she had always found it difficult to mix with children although more recently this has 
resulted in her being reluctant to attend school. Prior to her case being passed to me, 
she worked with a previous Trainee Clinical Psychologist and her mother had 
individual sessions with the Clinical Psychologist.
Assessment
The assessment was based on a one-hour interview with Jane, previous case notes and 
discussions with the Clinical Psychologist who had previously seen Jane’s mother. 
During the assessment Jane presented as very talkative and open and I was able to 
establish a good rapport with her.
To assess the severity of Jane’s difficulties and to provide a baseline for monitoring 
progress she was asked to scale her difficulties. Jane was asked to rate her difficulties 
on a scale of 0-10 (0 being the worst ever). When initially assessed by the service she 
scaled her problems at -4. Following her work with the previous Trainee Clinical 
Psychologist she scaled her problems at 0. To further assess the severity of Jane’s 
problems her school attendance record was monitored.
Formulation
Carr’s (1999) model of factors to consider in psychological problems of children was 
used to understand the personal and contextual factors that may have contributed to 
the development and maintenance of Jane’s difficulties.
A significant factor maintaining Jane’s difficulties was her family system. Munichin 
(1974) states that when a family member is placed under stress, family boundaries 
become blurred. In the case of Jane, her mother was under stress and used alcohol, 
which led to unclear boundaries. Jane was no longer excluded from parental functions, 
but took on a role as a ‘parental child’. Goglia et al (1992) found that when
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generational boundaries in a family are confused then parentification can manifest in 
the form of child-as-parent. In Jane’s case she had taken on the emotional and 
functional role of the parent, in response to her mother’s difficulties with alcohol. This 
led to her having limited opportunity to interact with peers in order to develop and 
define her own identity, which was defined instead by her role as a carer, Jane’s 
identity was tom between trying to be a carefree 11-year-old girl hanging out with her 
friends, and being a mature carer for her mother.
Action Plan
Family factors significantly contributed to maintaining Jane’s difficulties, and it was 
likely that individual work with Jane would not have directly addressed these factors. 
Therefore, it was decided that a systemic approach would be used, and that techniques 
from solution-focused therapy and narrative therapy would be employed.
Intervention
Summary o f Three Individual Sessions with Jane
Extemalisation was used to locate the problem as ‘out there’ and not something within 
Jane. Jane chose to call her problem Mr Try Too Hard (Mr TTH) following her 
mother’s comment that ‘she tries too hard to make friends with other children’. By 
talking about the problem as something external to her, Jane was able to describe her 
relationship to the problem rather than describing the problem as something to do with 
her. Scaling techniques were used to symbolise Jane’s relationship to Mr TTH. Jane 
was asked if Mr TTH was big and strong at the moment and she said he was stronger 
than her at the moment, she drew Mr TTH as size 10 and her as size 6. The miracle 
question, defined by de Shazer (1988) was used to identify Jane’s goals. Jane stated 
‘when the miracle happens I will be size 10 and Mr TTH will be size 2’. Jane was 
asked about exceptions to her problem and she described a time when she spent a 
whole afternoon with another girl and ‘sent Mr TTH on holiday’. Other ways to ‘send 
Mr TTH on holiday’ were then explored.
104
Volume 1 Clinical
Summary o f  work with Jane’s mother (with Clinical Psychologist)
Work with Jane’s mother focused on the triggers to her drinking and suicide attempts. 
She self-referred herself to an alcoholic treatment service and was no longer 
physically dependent on alcohol.
Joint Session with Jane and her mother
This session focused on the progress they had each made and how this had impacted 
on their relationship.
Outcome
At the end of therapy a meeting using a solution-focused approach was held. Each 
person attending the meeting was invited to describe his or her perception of change. 
Jane reported that Mr TTH had gone and she was now size 10. She spoke about 
having a special friend and as a result of this her school attendance had increased. She 
also spoke of positive changes in her relationship with her mum.
Jane’s mother scaled her difficulties at 0 when she started therapy and now scaled 
them at 8-9. She described changes in her relationship with ‘alcohol’ and recognised 
the significant role that ‘alcohol’ played in contributing to Jane’s difficulties. This 
reflected a shift in her thinking from viewing Jane’s difficulties as individual to seeing 
them in the context of her difficulties.
From personal observations, the development of a closer bond between Jane and her 
mother was apparent. They were now a support system for one another, rather than 
only Jane supporting her mother.
105
Volume 1 Clinical
Summary of Specialist Forensic Case Report
Extended assessment o f a 39-year-old women 
diagnosed with borderline personality disorder.
September 2005 
Year 3
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Summary of Specialist Forensic Case Report
Sarah Turner is a 39-year old white British female whose first language is English. 
Sarah was convicted of homicide in 1993 and received a life sentence with a tariff of 
10 years; she served 12 years in a category B prison before being transferred to a 
medium secure forensic unit under section 47/49 of the Mental Health Act 1983. A 
number of assessments carried out during her time in prison led to the conclusion that 
she has Borderline Personality Disorder (BPD). The purpose of Sarah’s transfer from 
prison was for her to receive treatment, although the exact nature of her difficulties 
and the treatment that would best meet her needs was not specified. Sarah’s multi­
disciplinary team (MDT) referred her to psychology for two reasons;
(1) To complete an extended assessment of her current functioning, using the 
service’s battery of admission assessments, as they were concerned that 
Sarah’s history of substance abuse may have impaired her cognitive 
functioning;
(2) To assess her difficulties with a view to developing a treatment plan for her 
The Assessment W ork
The extended assessment was completed by myself. In the first three sessions, 
standardised assessments were administered, the remaining five sessions were spent 
completing an assessment interview. The sessions were structured in this way to 
establish rapport with Sarah prior to exploring more personal issues with her, as it was 
anticipated that she would find this more difficult. This was decided collaboratively, 
and Sarah was clear about how the sessions would proceed. The unit’s confidentiality 
procedures were also discussed, to ensure that Sarah understood that all information 
would be shared with her team.
Neuropsychological Assessment
The service utilises a standard battery of neuropsychological assessments, these 
assessments were completed with Sarah. Particular attention was paid throughout the 
assessments to impairments Sarah may have in relation to her substance abuse.
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Assessment Interview
A detailed history of Sarah’s life was obtained through an assessment interview 
guided by Layden et al.’s (1993) assessment and case conceptualisation of BPD. The 
literature on BPD emphasises the diversity of this patient group and specifies the 
importance of understanding an individual ideographically (Layden et al., 1993).
Formulation
The extended assessment aimed to establish Sarah’s current level of cognitive 
functioning following concern from the team that her substance abuse may have 
impaired her functioning. Sarah’s global cognitive functioning was found to be below 
average and the assessment indicated possible deficits in visual memory, processing 
speed and executive functioning in relation to decision-making and planning abilities. 
Although the assessment showed Sarah’s functioning to be below average it was 
insufficient for establishing whether this was as a direct result of her history of 
substance abuse.
The assessment also aimed to explore Sarah’s difficulties and develop a treatment plan 
for her. From the assessment, Sarah’s diagnosis as having a BPD appeared to be 
supported, as she met the specified criteria in DSM-IV (American Psychiatric 
Association, 1994). A schema-focused approach was used to formulate Sarah’s 
difficulties, as this is an integrative approach that combines aspects of cognitive, 
behavioural, psychodynamic, attachment and gestalt models (Young et al, 2003). 
This approach was extremely valuable in making sense of Sarah’s complex 
presentation and for gaining an understanding of why her problems have perpetuated 
throughout her life.
Outcome
The outcome of the assessment and my formulation of Sarah’s difficulties were 
presented to her MDT within ward round. Prior to this, the team had a very limited 
understanding of Sarah. The assessment provided an understanding of her presentation 
and enabled them to comprehend their experience of her from a psychological 
viewpoint. In addition to this, the assessment was valuable, as it provided important 
background information relevant to the team’s risk assessment.
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The outcome of the assessment was also discussed with Sarah, following discussion in 
supervision to explore the best way to provide feedback. It was felt that this 
information could potentially be distressing for Sarah, but it was agreed that a general 
overview of the assessment should be provided. It was also felt that emphasis should 
be placed on praising Sarah for engaging in the assessment. Sarah was pleased to get 
feedback and responded well to receiving praise. It was hoped that this would 
encourage her to engage in future work.
Recommendations
A number of recommendations were made following the assessment. Further 
assessments were recommended to establish whether Sarah’s global functioning had 
been affected by her substance abuse and to explore the nature of Sarah’s deficits in 
executive functioning. It was anticipated that this might assist in developing 
recommendations on the most effective ways of working with Sarah on a day-to-day 
basis and within therapy. In view of Sarah’s diagnosis and the complexity of her 
difficulties, schema therapy was recommended. Evidence supports the application of 
Schema therapy to the treatment of people with BPD (Young, 2005).
From discussions with the MDT and my supervisor, it was felt appropriate for my 
supervisor to continue the work with Sarah, as they already had a good knowledge and 
understanding of the case from our supervision sessions. Throughout the assessment 
supervision formed an essential part of the work. Due to the complexity of the case, 
supervision was valuable for conceptualising Sarah’s difficulties and understanding 
the relationship between them. It was also used to reflect on and process feelings 
evoked by the work.
Upon reflection, I feel that the work was significant, as it demonstrated Sarah’s ability 
to develop a therapeutic relationship, which was questionable prior to the assessment. 
Despite my concerns, we developed a therapeutic alliance and Sarah was able to work 
within the limits and boundaries of this relationship. This is very encouraging and 
suggests that she may engage in further therapy work, but it is likely that her levels of 
engagement will fluctuate and it is difficult to anticipate her prognosis.
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Summary of Older People Case Report
Neuropsychological assessment o f a 79-year old man 
presenting with memory problems.
April 2006 
Year 3
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Summary of Older People Case Report
James Hardy, a 79 year old white British man whose first language is English, was re­
referred to the Community Mental Health Team for Older People (CMHT-OP) in 
March 2005. He had previously been referred to the service by his GP in 2003, as he 
was ‘struggling with memory problems’. His GP re-referred him back to the service, 
as Mr Hardy was ‘still very worried by his memory problem’. The psychiatrist in the 
team initially saw Mr Hardy and then referred him to psychology for a detailed 
psychometric assessment. The main aim was to assess if Mr Hardy had dementia.
History of Presenting Problem
Mr Hardy reported a gradual onset of memory difficulties starting about 5 years ago, 
and stated that there has been progressive deterioration in his memory functioning 
since this time. The onset of his difficulties does not appear to have coincided with 
any contemporaneous medical or life events. He first noticed his difficulties when he 
would go in to a room to get something and forget what it was that he wanted. He 
attributed this to getting older but became concerned when his wife reported that she 
kept needing to repeat conversations to him. A significant incident occurred at the end 
of 2002 when he embarked on a holiday, forgetting to take any money. This incident 
led Mr Hardy and his wife to seek help from their GP in 2003.
Previous Assessments
In 2003 Mr Hardy was assessed by the Consultant Psychiatrist. A CT scan of the 
brain was completed, which did not reveal any significant intra-cranial abnormality. 
The mini-mental state examination was also completed and he scored 28 out of 30. At 
this time, Mr Hardy reported and displayed signs of anxiety, the assessment concluded 
that he had age related cognitive decline with superimposed anxiety. He was referred 
to psychology for assessment and therapy. A Clinical Psychologist completed the 
Working Memory Index of the Weschler Intelligence Scale, Version 3 (Wechsler, 
1997a). The assessment concluded that his memory difficulties might be a result of 
generalised anxiety. He was referred to an Anxiety Management Group and completed 
the group in 2004.
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Hypotheses
In view of the complexities involved in assessing memory difficulties in older adults a 
number of hypotheses were proposed in relation to Mr Hardy’s difficulties. These 
hypotheses were proposed in relation to the literature pertaining to this area, and were 
each explored by the assessment.
Rationale
There is no standard battery of tests to assess for dementia or memory difficulties in 
older adults, as there is widespread agreement that neurological testing should be 
tailored according to the individual (Morris et al., 2000). However, there is general 
consensus on the areas of testing that assessments should cover (Nussbaum, 1998) 
including intelligence, memory, language, executive functioning, visuospatial skills, 
attention and mood. The assessment was structured according to these areas and with 
the proposed hypotheses in mind.
Assessment Conclusions
The findings from the assessment will be discussed in relation to the proposed 
hypotheses:
Hypothesis 1: Mr Hardy has age-appropriate memory impairment 
The results from the assessment did not support this hypothesis. They suggested that 
Mr Hardy’s memory was impaired in relation to people his own age and in relation to 
his current and pre-morbid intellectual functioning, indicating that his memory 
difficulties are beyond that expected as a consequence of ageing.
Hypothesis 2: Mr Hardy has depression and/or anxiety
It was concluded from the assessment that Mr Hardy’s memory difficulties were not 
due to depression or anxiety.
Hypothesis 3: Mr Hardy has dementia
The results of the assessment appeared to support hypothesis 3 and suggested that Mr 
Hardy had dementia. The findings indicated impaired memory functioning and some 
impairment in language and executive functioning in comparison to previous
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functioning. From discussions with Mr Hardy, it is apparent that his difficulties are 
significant enough to impair his social functioning, and do not occur during a course 
of delirium. Therefore, the assessment indicates that he meets the DSM-IV criteria for 
dementia.
Hypothesis 4: Mr Hardy has dementia o f the Alzheimer’s type 
It was felt Mr Hardy’s profile and the progression of his difficulties were not 
suggestive of AD, which implies that hypothesis 4 is not supported. A second opinion 
was sought from a Clinical Psychologist with considerable experience in 
neuropsychology. From discussions with this psychologist it was apparent that Mr 
Hardy’s profile was more suggestive of vascular dementia (VD) and it was 
hypothesised that he may have VD.
Recommendations
A letter summarising the assessment findings was sent to the referrer. It recommended 
repeating the neurological testing in a year’s time, as although the findings from the 
assessment are suggestive of dementia, they do not show Mr Hardy’s difficulties to be 
progressive and further testing is needed to monitor change and to explore the 
hypothesis that Mr Hardy has VD.
Following supervision to discuss the service’s approach to providing feedback to 
clients, I met Mr Hardy and informed him that his difficulties are suggestive of a 
neurological disorder, although I emphasised to him that at this stage it was difficult to 
be certain. Mr Hardy declined a further appointment with him and his wife to discuss 
the assessment. This was disappointing as his wife is his main support system, and it 
is highly likely that his difficulties are impacting on her. Therefore, it was 
recommended to the referrer that Mr Hardy and his wife be considered for the 
Memory Support Group.
113
Volume 1 Clinical
Summary of Adult Mental Health Placement 
(October 2003 -  March 2004)
This placement was split across a community rehabilitation team and a community 
mental health team. Whilst on placement I was co-supervised by a Clinical 
Psychologist and a Counselling Psychologist. The main psychological approach used 
was cognitive behavioural therapy.
My caseload consisted of both male and females clients, aged between 29 and 60 
years old, from a diverse range of ethnic and cultural backgrounds. Presenting 
problems included schizophrenia, alcohol dependency, post-traumatic stress disorder, 
panic attacks, depression, social phobia, agoraphobia and sexual dysfunction. I also 
co-facilitated a 6-week group on communication and social skills training for clients 
with psychosis.
As part of this placement I attended the weekly team meetings, and ward and day 
centre meetings in addition to psychology, team development and clinical governance 
meetings. During this placement I also undertook organisational work, involving 
membership of a working party to review the team’s induction process, to ensure it 
addressed issues of diversity and ethnicity. I was also actively involved in the team’s 
research on client satisfaction with the care programme approach. I completed my 
service related research project within this placement and presented the outcome of 
this to the multi-disciplinary team, and completed several case presentations to the 
team within the forum of peer supervision. This placement also provided the 
opportunity to attend training on new psychological developments and treatments 
occurring within the trust.
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Summary of People with Learning Disabilities Placement 
(April 2004 -  September 2004)
This placement was set within a community team for people with learning disabilities, 
consisting of both NHS and social services staff. My supervisor was the Clinical 
Psychologist and Clinical Lead for the team, and also the Clinical Director of the trust. 
The main psychological approaches used on the placement were cognitive behavioural 
therapy and behavioural approaches.
The placement involved working across a wide range of different settings including 
client’s homes, schools and residential homes. I worked with both children and adults 
with learning disabilities with an age range of between 4 and 73 years old. I also had 
the opportunity to work with the client’s families, teachers and care staff. My caseload 
included clients with a diverse range of presenting problems, including sexual 
inappropriate behaviour, autism, abuse, tourette’s syndrome, epilepsy, school refusal, 
challenging behaviour and travel training. In addition to this, I also completed 
assessments regarding parenting skills, dementia and whether people have a learning 
disability. I also co-worked with a challenging behaviour specialist and provided 
support to teachers at a clinic within a special school.
On this placement I attended numerous meetings, including regular team meetings, 
head of profession meetings and client review meetings. I was also part of 
organisational work, which involved exploring differences across trust services 
provided for children with learning disabilities. This work contributed towards the 
development of new services within the trust. I also undertook teaching and training 
with my supervisor on understanding and managing challenging behaviour. This 
teaching was for teachers and learning support assistants in special schools.
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Summary of Children and Families Placement 
(October 2004 -  March 2005)
This placement was based in a tier 3 children and adolescent multi-agency team. 
During the placement I was co-supervised by a Counselling Psychologist and a 
Clinical Psychologist. The main approaches used by the members of the team were 
systemic, solutions focused and narrative therapy, and the non-violent resistant 
approach.
The placement offered the opportunity to work with a wide range of clients and 
families. The clients were both male and female, with an age range of between 2 and 
13 years old. The cases referred to the service were frequently of a complex nature, 
and often involved child protection or child in need issues. Clients were referred for a 
number of reasons including emotional neglect, post-traumatic stress, sexual abuse, 
and challenging behaviour.
Whilst on the placement I was part of professional, team and child psychology 
meetings. I also co-chaired a client progress meeting and contributed to a child 
protection conference review and personal support programme meeting in relation to 
one of my clients. Part of the placement also involved attending and presenting at 
weekly team case consultations. I also gained research experience and contributed to 
discussions on service evaluation research, involving both clients and practitioners. 
The placement provided a number of training opportunities and I attended workshops 
on domestic violence, solution-orientated therapy, the non-violent resistant approach 
and healthy minds for children and their families.
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Summary of Specialist Forensic Placement 
(April 2005 -  October 2005)
This placement was based within a medium secure forensic unit for adults, and also 
involved working within a category C female prison and a category B male prison. 
The placement required use of a variety of psychological approaches, including 
cognitive behavioural therapy, schema therapy and behavioural approaches.
The placement provided the opportunity to work with male and female adult offenders 
who were either sectioned under the mental health act or serving a custodial prison 
sentence. The majority of these clients had a diagnosis of schizophrenia or personality 
disorder. A large part of my work involved completing cognitive, personality, and 
psychosexual assessments. I was also involved in risk assessments, functional 
analyses of index offences and developing relapse prevention plans. As part of the 
placement I also co-facilitated a victim empathy group using cognitive behavioural 
therapy approaches, and observed a women’s group.
During my time on placement I became a member of a service development working 
party aimed at developing a new medium secure women’s unit and a low secure unit. 
I also attended regular ward rounds, case consultations, audit meetings and prison 
research meetings. I attended psychology peer supervision meetings, during which I 
gave a case presentation. This placement provided opportunities to be part of training 
on improving working lives, and setting up services.
117
Volume 1 Clinical
Summary of Older Adult Placement 
(October 2005 -  March 2006)
This placement was split between two teams; a community mental health team for 
older people and an intermediate care team for people with dementia. A number of 
psychological approaches were used during the placement, including person-centred, 
cognitive behavioural, and behavioural approaches.
Referrals to the community team and the intermediate care team were from the ward, 
day hospital, care managers and GP’s, providing the opportunity to work across a 
variety of settings. My caseloads consisted of adults aged between 62 and 89, referred 
for a range of difficulties including dementia, depression, anxiety, panic attacks, 
agoraphobia, alcohol dependency, bereavement issues, and relationship difficulties. 
My work also involved completing a number of neuropsychological assessments in 
relation to memory difficulty referrals, and completing assessments for the memory 
support group.
During the placement I attended numerous different locality multi-disciplinary team 
meetings, and a memory support team meeting. I also attended a number of meetings 
at the day hospital, and whilst there had the opportunity to observe a reminiscence 
group being run. As part of the placement I also attended the trust workshop on 
psychological therapies and their future development, and a seminar on social 
isolation and older people.
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Summary of Specialist Cognitive Behaviour Therapy Placement 
(April 2006 -  September 2006)
This placement was based in a Primary Care Mental Health Team. My supervisor was 
a Consultant Clinical Psychologist and the Clinical Lead for the Team. The main 
psychological approach used on this placement was cognitive behavioural therapy.
Referrals to psychology were usually made by the team Mental Health Practitioners 
who work both in GP surgeries and within the team. My caseload consisted of both 
male and female clients, aged between 25 and 46 years old. Presenting problems 
included obsessive compulsive disorder, anxiety, depression, panic disorder, 
dependency issues and chronic fatigue.
As part of the placement I regularly attended numerous meetings including team 
meetings, business meetings, and allocation meetings. I have also attended a risk 
assessment panel meeting, and a service development meeting focused on developing 
a day service for people with personality disorder. I have been part of the adult mental 
health psychology meetings and have attended presentations carried out by the early 
intervention for psychosis service and the primary care counselling psychology 
service. I also had the opportunity to observe Mental Health Practitioners working in 
primary care settings and to visit psychiatric wards and days services.
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Research Logbook
1 Formulating and testing hypotheses and research questions Y
2 Carrying out a structured literature search using information technology and 
literature search tools
Y
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions Y
5 Writing brief research proposals Y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee Y
9 Obtaining appropriate supervision for research s
10 Obtaining appropriate collaboration for research Y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 D evising and administering questionnaires Y
15 N egotiating access to study participants in applied NH S settings y
16 Setting up a data file Y
17 Conducting statistical data analysis using SPSS ✓
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis
20 Choosing appropriate quantitative data analysis ✓
21 Summarising results in figures and tables Y
22 Conducting semi-structured interviews □
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety o f  contexts Y
27 Producing a written report on a research project Y
28 D efending own research decisions and analyses Y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice □
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Service Related Research Project
An audit o f  the age, gender and ethnicity o f  referrals to a 
Community Rehabilitation Team (CRT)
June 2004 
Year 1
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(2) Abstract
An audit of the age, gender and ethnicity of referrals to a Community Rehabilitation 
Team (CRT) was conducted and compared to local demographics to determine if there 
was an over or under representation of particular groups in the CRT. CRT referrals 
were also compared with CRT psychology referrals across these variables. All 218 
clients referred to the CRT between 01.10.01 to 31.03.03 were included in the audit. 
Of these, 83 were female and 135 were male. Their ages ranged from 18 years old to 
79 years old. All clients were considered to have a severe and enduring mental illness. 
The audit used archival methods to obtain the age, gender and ethnicity of CRT 
referrals and these where then compared to local demographics. Chi-square tests were 
used to assess whether the distribution of CRT referrals differed from local 
demographics across age, gender and ethnicity. The findings showed there to be a 
significant under representation of females, Asians and 18-30 year olds in the CRT 
when compared to the local community. Males, those aged between 30-59 years old, 
Caribbeans and individuals whose ethnicity was classified as other were found to be 
over represented. Chi-square test of independence found no significant differences 
when comparing CRT referrals with psychology referrals. The results are discussed 
within the context of prevalence rates for mental illness and the nature of the CRT 
service.
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(3) Introduction
Two major developments in legislation are having a substantial effect on the NHS. 
One is the Race Relations Amendment (RRA)Act (2000). This act has been 
implemented in response to the Stephen Lawrence Inquiry Report (1999), which 
identified and defined institutional racism as ‘the collective failure to provide an 
appropriate and professional service to people because of their colour, culture or 
ethnic origin’. The RRA act affects all public authorities, and for the first time 
requires them to take positive steps to promote race equality and opportunity, and 
eliminate unlawful race discrimination. The second development is the agreement of 
European Union State members to implement new legislation that will outlaw 
discrimination on the grounds of religion, sexual orientation and race by 2003; and 
age and disability by 2006 (Department of Health, 2003).
These two developments have had substantial influence on the government’s plans to 
modernise the NHS. The NHS recognises that we live in a diverse society and 
equality, fair treatment and social inclusion now lie at the heart of the NHS. Its core 
principle is that it will challenge discrimination on the grounds of age, gender, 
ethnicity, religion, disability and sexuality. The nature and direction of the RRA act 
and new equality legislation commits the NHS to providing fair accessible services to 
all sections of society. As a result of these two major developments there is increasing 
pressure on organisations within the NHS to demonstrate their commitment and 
contribution to providing fair and accessible services to all.
The CRT primarily focuses on meeting the needs of adults with severe and enduring 
mental illness in the local community. It is based in a very ethnically and culturally 
diverse area of the country. This makes it extremely important for the team to promote 
equality and provide fair and accessible services to all section of its local community 
and it is this principle that is now at the core of the service. The CRT stated that the 
first step towards achieving this was to gain an understanding of the diversity of their 
clients in comparison to the diversity of the local community that they served. They 
viewed it as important that their service was covering the diverse local community and 
that their clients were representative of the make-up of this community.
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An awareness of this would benefit the service and reflect the implementation of the 
RRA act and the new equality legislation by providing information about which 
groups are currently under-represented by the service. The audit will also establish 
who represents the service, which would enable the CRT to adapt their service to 
better meet the needs of these groups. By gaining an understanding of who the CRT 
represents and relating this to who it is aiming to serve, they can then take further 
steps towards promoting equality and delivering a fairer and more accessible service. 
This will act to address the issues outlined in the RRA Act (2000) and the new 
equality legislation.
The CRT were particularly concerned about the age, gender and ethnicity of their 
clients in relation to the local community, so the first objective of the audit was to:
(1) Compare the gender, age and ethnicity of referrals to the CRT to local 
demographics, in order to identify if there is under-or over representation 
of particular groups.
Secondly, the psychologists within the CRT were concerned that from their 
observations and experiences, the clients referred to them may not be representative of 
referrals made to the CRT as a whole. So a further objective of the audit was to:
(2) Compare CRT referrals, with referrals to the CRT for psychology input 
across the variables of age, gender and ethnicity.
(4) Method
4.1 Participants
All clients referred to the CRT between 01.10.01 to 31.03.03 were included in the 
audit. In total there were 218 participants. Of these participants 83 were female and 
135 were male. Their ages ranged from 18 years old to 79 years old.
126
Volume 1 Research
4.2 Procedure
Archival methods were used to collect the data. When clients are referred to the CRT 
a record of their age, gender and ethnicity is made in the referral file, this record is 
based on information that has come from the referring service. It was this information 
that was used for the audit.
The CRT service records ethnicity according to 16 ethnic categories developed by the 
Office for National Statistics 2001 population census. These categories were used 
when collecting data on ethnicity from the referral file. As small numbers represented 
some ethnic categories these 16 categories were grouped to form 6 ethnic categories 
(See Appendix 1).
Information on the age of CRT clients was collected from the referral book according 
to date of birth and was then transformed into age at time of referral. This data was 
then categorised into 5 age categories, to enable it to be compared with the local 
demographic data (See Appendix 2).
The data on the age, gender and ethnicity of the local community was obtained from 
the Office for National Statistics 2001 population census. The ethnicity data collected 
was then grouped into 6 categories and the age data collected was grouped into 5 
categories, this enabled comparisons to be made with the CRT data.
Each gender, age and ethnicity category from the CRT was compared with the 
equivalent age, gender or ethnicity category from the local demographic information.
4.3 Materials
The Office for National Statistics 2001 population census ethnicity categories were 
used when collecting data and grouping it into categories (See Appendix 1).
4.4 Design
The audit was a between groups single cross-section comparison design.
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(5) Results
All the data collected was nominal and therefore, non-parametric statistics were used 
for all analyses.
(1) A comparison of the gender, age and ethnicity of referrals to the CRT 
with local demographics.
Gender
A one-sample chi-square test was conducted to assess whether the gender distribution 
of referrals to the CRT differed from local demographics. The result of the test was 
significant (%2 (1, n=218)= 14.58, p=.000). Follow up tests were conducted for each 
gender and the results are shown in Table 1. The proportion of males referred to the 
CRT is significantly higher than the proportion of males expected according to local 
demographics and the proportion of females referred to the CRT is significantly lower 
than expected according to local demographics.
Table 1-A comparison o f  CRT referrals and local demographics across sender
Gender Frequencies
(%)
Expected Frequencies 
(%)
n df x2 P value
CRT Referrals Local Demographics
Female 83 (38.1) 111.2 (51) 218 1 14.6 .000*
Male 135 (61.9) 106.8(49) 218 1 14.6 .000*
* = significant. Due to the extent of the significance level there was no need to consider correcting the 
alpha level.
Age
A one-sample chi-square test comparing referrals to the CRT with local demographics 
according to age was highly significant (%2 (4, n=218)= 125.64, p= .000). Follow-up 
tests indicated that significant differences existed for four of the five age categories 
and the results are presented in Table 2. The proportion of 30-39 years olds, 40-49 
year olds and 50-59 years referred to the CRT was greater than expected according to 
local demographics, whereas the proportion of 18-29 year olds referred to the CRT is 
considerably less than expected.
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Table 2- A comparison o f  CRT referrals and local demographics across ase
Age
(years)
Frequencies
(%)
Expected Frequencies 
(%>
n df x2 P value
CRT Local Demographics
18-29 27 (12.4) 100.3 (46) 218 1 99.22 .000*
30-39 66 (30.3) 48 (22) 218 1 15.03 .000*
40-49 53 (24.3) 26.2 (12) 218 1 31.16 .000*
50-59 43 (19.7) 17.4 (8) 218 1 40.93 .000*
60+ 29(13.3) 26.2 (12) 218 1 .340 .560
* = significant. Due to the extent of the significance level there was no need to consider correcting the
alpha level.
Ethnicity
A one-sample chi-square test comparing referrals to the CRT with local demographics 
according to ethnicity distribution, was highly significant (%2 (5, n=218)= 80.17 
p=000). Follow-up tests were conducted and the results are presented in Table 3. 
There were significantly less Asian CRT referrals than expected based on local 
demographics. The proportion of Caribbean or other ethnicity referrals to the CRT 
was significantly higher than expected based on local demographics.
Table 3- A comvarison o f CRT referrals and local demographics across ethnicity
Ethnicity Frequencie 
s (%)
Expected Frequencies 
(%>
n df x2 P value
CRT Local Demographics
White
British
93 (42.7) 103.01 (47.3) 218 1 1.88 .171
White Other 15(6.9) 23.8 (10.9) 218 1 3.65 .056
Asian 12 (5.5) 33.7(15.5) 218 1 16.59 .000*
African 21 (9.6) 23.8 (10.9) 218 1 .370 .543
Caribbean 58 (26.6) 27.7 (12.7) 218 1 37.97 .000*
Other 19 (8.7) 5.9 (2.7) 218 1 29.9 .000*
* = significant. Due to the extent o f the significance level there was no need to consider correcting 
the alpha level.
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(2) A comparison of the gender, age and ethnicity of referrals to the CRT 
with referrals to the CRT for psychology input.
Tables 4 and 5 present the results for age and gender. Chi-square tests of 
independence found no significant differences between CRT referrals and Psychology 
referrals across gender (%2 (1, n=218)= 1.99 p=.158) or age (%2 (4, n=218)= 2.39 
p=.664).
Table 4 - A comparison o f CRT referrals and CRT psychology referrals across 
sender
Gender Frequencies (%)
Psychology Referrals CRT Referrals
Female 12 (28.6) 71 (40.3)
Male 30(71.4) 105 (59.7)
Table 5- A comparison o f CRT referrals and CRT vsvcholosv referrals across ase
Age Frequencies (%)
Psychology Referrals CRT Referrals
18-29 6(14.3) 21 (11.9)
30-39 14(33.3) 52(29.5)
40-49 12 (28.6) 41 (23.3)
50-59 5(11.9) 38(21.6)
60+ 5(11.9) 24(13.6)
Total (n) 42 176
An initial chi-square test of independence using the original sixteen ethnic categories 
resulted in expected frequencies less than 5, which potentially distorts the chi-square 
statistic and invalidates the procedure (Green & Salkind, 2003). The categories were 
therefore, reduced to three categories (white, black and other). Observed frequencies 
are shown in Table 6. A chi-square test of independence found there to be no
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significant difference in ethnicity, based on these three categories, between CRT and 
psychology referrals (%2 (5, n=218)= 6.64 p= 249).
Table 6- A comparison o f CRT referrals and CRT psychology referrals across 
ethnicity
Ethnicity Frequencies (%)
Psychology Referrals CRT Referrals
White 16(38.1) 92 (52.3)
Black 21 (50) 58 (33)
Other 5(11.9) 26 (14.7)
Total (n) 42 176
(6) Discussion
The audit aimed to establish to what extent the CRT represented the local community 
as part of the service’s work towards promoting equality and developing a fairer more 
accessible service. In order for the service to do this it is important to explore possible 
explanations for the findings. The results provide information on which groups are 
under or over-represented but offer no explanation as to why this may be the case. 
From other research it is possible to speculate about the reasons why some groups 
may be under or over-represented in the CRT.
Gender
The findings revealed that there were more male than female referrals to the CRT 
compared to the local community where there is an equal distribution of males and 
females. It is possible that this difference may be accounted for by prevalence rates of 
mental illness, although this is difficult to establish, as prevalence rates for severe and 
enduring mental illness are not available. When looking at the prevalence of 
schizophrenia the findings are not conclusive. On their website, The Mind 
Organisation (http://www.mindorg.uk) reports that hospital based studies suggest a 
higher rate of schizophrenia in men than in women where as community studies 
indicate no difference in prevalence rates according to gender. The Mind organisation
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also reports that men have a poorer prognosis than women. It may be that this factor 
contributes to why there are more men referred to the CRT than women, as most 
individuals referred to the CRT require long-term help and may be re-referred to the 
CRT several times.
Age
When compared to local demographics the audit found 18-29 years olds to be under 
represented by the CRT and those aged between 30-59 years old to be over­
represented in the CRT. As previously mentioned the CRT consists of clients with 
severe and enduring mental illness who have often been in contact with numerous 
services prior to being referred to the CRT and this may account for the under­
representation of 18-29 year olds. Also the Mind organisation reports that 
schizophrenia usually develops in the late teens or twenties but rarely after age 30. 
Therefore, in view of the age of diagnosis and the course of severe and enduring 
mental illness one might expect referrals to the CRT to be older, as was found to be 
the case.
Ethnicity
Asians were found to be considerably under represented by the CRT.when compared 
to local demographics. The Mind Organisation reports no differences in prevalence 
rates of mental illness between Asians and whites. Ahmed and Webb-Johnson (1995) 
reported that historically Asians have been under-represented in mental health services 
and several reasons have been suggested for this. For example, communication 
difficulties prevent them from accessing services, Asian communities are more likely 
to use prayer, crying or self-help as coping mechanisms and there is a stigma attached 
to mental illness in Asian communities.
Those of Caribbean ethnicity were considerably over-represented by the CRT when 
compared to local demographics. The Mind Organisation reports that Carribeans are 
over-represented in psychiatric services and are more likely to be diagnosed with 
schizophrenia. Therefore, one might expect there to be an over-representation of 
Carribeans within the CRT service. They also note that African or Carribeans are less
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likely to receive non-medical interventions than whites. This is interesting as no 
differences were found between psychology and CRT referrals across ethnicity.
Also over represented by the CRT were people whose ethnic category was classified 
as other. There is no clear explanation as to why there is an over representation of this 
group but this finding indicates that the CRT is serving a very diverse range of 
ethnicities including those from minority ethnic groups
This information was fed back to the CRT (See Appendix 3). The CRT felt that some 
of the findings were to be expected given the nature of the service. For example, they 
expected to see an under-representation of 18-29 year olds given that they worked 
with individuals who had experienced a lot of contact with services and so were likely 
to be older. The CRT was encouraged to find an over-representation of other ethnic 
categories which indicated that their services were accessible to ethnic minority 
groups. The CRT were concerned to find a considerable under-representation of 
females and Asians within their service. They were also interested to know that a 
quarter of their clients were Caribbean.
These findings have some implications for the service in relation the RRA act, new 
equality legislation, and pressure to be providing a fair and accessible service to all 
sections of society. At present the findings indicate that some groups are significantly 
over or under-represented by the service. As previously mentioned this may be 
accounted for by prevalence rates. However, it may also be the case that the service is 
less or more accessible to different groups. There may be a bias at the referral stage 
and referrers may disproportionately refer some groups possibly due to stereotypes 
about these groups. It may also be the case that the service meets the individual needs 
of some groups better than others and therefore, the referrer is more likely to refer 
these groups to the service.
The audit has been valuable in that it established that the CRT represents a fair 
proportion of the majority of age, gender and ethnicity groups within the local 
community, and informed the CRT of which groups are under-represented. From this 
information the CRT are more informed to take steps to explore why this may be the
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case, which will enable them to move towards changing this, if found to be necessary. 
For instance, with regards to an under-representation of females in the CRT it may be 
that this is justifiable in the context of differences in prevalence and prognosis rates. 
Therefore, seeing an under-representation of females in the CRT is to be expected and 
does not necessarily indicate that the service is not fair or accessible to all sections of 
society. This may also be the case for the under-representation of 18-29 years olds. 
However, in the case of an under-representation of Asians research suggests that this 
is not necessarily due to prevalence rates (Ahmed and Webb-Johnson, 1995). 
Therefore, the CRT may need to look at whether there is a bias in the referral rates of 
Asians to their service or whether their service is able to meet the needs of Asians. If 
not, it may be that referrers are less likely to refer Asians to the service. 
Recommendations that may help the service to better meet the needs of Asians may 
be; to provide staff training on working cross culturally with Asians in the community 
(Ferns and Madden, 1995); make interpreters available to overcome possible language 
and communication barriers (Rack, 1982) and to offer clinics specifically for Asian 
communities (Moodley, 1985). It may also be important for the CRT to feedback to 
referrers on ways in which they are aiming to meet the needs of Asians. This may 
increase the likelihood of Asians being referred to the CRT.
For the CRT knowing which groups are mostly referred to their service is also 
beneficial. It may have implications for the service in exploring possibilities for earlier 
intervention with these groups. It also means that the CRT is able to adapt their 
services and resources to those groups that represent the majority of their referrals.
Although this audit offers benefits to the service it is limited in several ways. The 
audit is based on referral information. It does not taken into account that some 
individuals referred to the service may not have been considered appropriate referrals 
and may not have been accepted by the service. It also does not consider individuals 
who may have initially engaged with the service but may have disengaged from the 
service at a later date. Therefore, the data collected is based on those individuals 
referred to the CRT service, so is not necessarily a true representation of those who 
actually utilise the service. This audit is also limited as even if an under or over 
representation of a particular groups is found there is no way to establish if this is
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merely due to prevalence rates. No prevalence rates for mental illness exist for the 
local community and one is reliant on national prevalence rates. These are not 
available specifically for severe and enduring mental illness and the studies that have 
looked at the prevalence rates of individual mental illnesses often produce conflicting 
results. The audit also provides no information about the different levels of 
satisfaction or experiences with the service for clients from different groups. Although 
this was not the purpose of the audit, this information would be helpful in reflecting to 
the service changes they could make in terms of the culturally appropriateness of their 
service.
This audit has been useful in establishing whom the CRT represents and is a helpful 
step towards fulfilling the requirements of the RRA act, the new equality legislation 
and working towards providing a fair accessible service to all sections of society. It 
provides a baseline upon which further developments in the service can be based. It 
also provides a baseline for future audits of this nature and if these were to be 
conducted by the service on a regular basis it would enable them to track changes over 
time and monitor their progress in meeting the service aims.
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(8) Appendices
Appendix 1- Ethnic Categories
The Office of National Statistic’s 
16 Ethnic Categories
The 6 Ethnic Categories 
used in the audit
White British White British
White Irish
White OtherAny other white background
White and Asian
Asian
Indian
Pakistani
Bangladeshi
Other Asian background
White and Black African
AfricanAfrican
Caribbean
CaribbeanWhite and Black Caribbean
Other black background
Other
Chinese
Any other ethnic group
Other mixed background
Appendix 2- Age Categories
The 5 age categories used in the audit
18-29 years old 
30-39 years old 
40-49 years old 
50-59 years old 
60 years old and over
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Appendix 3- Service Feedback
19th May 2004
Dear
I am writing to confirm that you presented the findings of your Service Related 
Research Project to the Community Rehabilitation Team. You did this on 5th March 
2004 to the team at the clinical meeting.
Unfortunately, due to other commitments, I was not in attendance. The feedback from 
, team leader, was that this went very well. Your presentation was very 
clear and the team found the content very interesting.
Yours Sincerely
Consultant Clinical Psychologist
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ABSTRACT
This study drew on prototype theory to explore an alternative understanding regarding 
the causes of stigma. The aim of the study was to assess whether people’s prototypes 
of the labels mental illness and learning disability are representative of people with 
more severe conditions or impairments in that group, and whether a relationship exists 
between people’s group prototypes and their attitudes towards that group.
A mixed within and between subjects design was used. The study’s participants were 
183 adults, recruited through their place of employment. Three questionnaires were 
constructed, each consisting of four scales- the Attitude Scale for Mental Illness 
(Hahn, 2002); the Attitudes towards People with Learning Disabilities Scale (Hudson- 
Allez & Barrett, 1996); the Mental Illness Prototype Scale and the Learning Disability 
Prototype Scale. Questionnaire one used the label ‘severe mental illness or severe 
learning disability’, questionnaire two used the label ‘mild mental illness or mild 
learning disability’ and questionnaire three used the label ‘mental illness or learning 
disability’. Participants were assigned to the severe, mild or unspecified group 
according to which questionnaire they completed.
Parametric analyses found that people generate mental illness prototypes that are 
representative of people with more severe conditions or impairments, rather than 
milder impairments or conditions. Attitudes towards the label mental illness were also 
representative of attitudes towards more severely impaired group members rather than 
attitudes towards mildly impaired group members. These findings were not replicated 
for the learning disability group label. A relationship was found between prototypes 
and attitudes for both group labels, in that as perceived severity of prototype 
impairment increased, participant’s attitudes became increasingly negative. 
Interpretations of these findings and their theoretical and clinical implications are 
discussed in relation to stigma, and suggestions for future research are offered.
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1. INTRODUCTION
1.1 Preface
There is a vast amount of research demonstrating the negative effects of stigma on 
people with mental illness (Corrigan & Kleinlein, 2005) and people with learning 
disabilities (Grant et al., 2005), leading to an increased call from the government to 
combat stigma against these groups. The Department of Health’s (1999) National 
Service Framework Guidelines for Mental Illness argue that action should be taken to 
combat discrimination against people with mental health problems and to promote 
positive images of mental illness.
The National Institute for Mental Health in England (2004) proposed a five year 
programme aimed at reducing the stigma associated with mental ill-health. The 
government’s Social Exclusion Unit Report (2004), outlines their action plan to tackle 
the stigma that affects people with mental illness. In launching this report, the 
government stated that a ‘cultural shift’ in society’s attitudes toward mental illness is 
required. The government’s recent white paper on people with learning disabilities 
similarly states that:
People with learning disabilities are amongst the most vulnerable and socially 
excluded in our society...this needs to change: people with learning disabilities must 
no longer be marginalized or excluded.
(Department of Health, 2001; Page 2)
In view of this, stigma continues to be a focal area for researchers. Whilst a great deal 
of research has focused on the effects of stigma, the cause of this stigma is an area that 
has been neglected (Stangor & Crandall, 2000). The literature that does pertain to this 
area proposes a number of possible causes of stigma, but these are not supported 
empirically and are insufficient in accounting for stigma. There is a clear need to gain 
a greater understanding of the causes of stigma and to support this understanding 
through research. This thesis draws on categorization and prototype theories from the 
field of cognitive psychology to explore an alternative and more complex
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understanding of the cause of stigma associated with people with mental illness and 
learning disabilities.
This introduction will define the concept of stigma, summarise the effects of this 
stigma on people with mental illness and learning disabilities, and evaluate the 
research on the causes of this stigma. Cognitive psychological theories on 
categorisation and prototypes will then be reviewed and examined in relation to 
stigma. The thesis’ objectives and hypotheses will then be proposed. It is important to 
state that it is beyond the scope of this thesis to review all of the literature pertaining 
to the area of stigma therefore the focus will be upon research pertinent to exploring 
this thesis’ objectives.
1.2 Definition of Stigma
Blascovich et a l (2000) notes that over time the definition and delineation of ‘stigma’ 
has advanced, therefore, this thesis will use a more recent definition:
A person who is stigmatised is a person whose social identity, or membership in some 
social category, calls into question his or her full humanity-the person is devalued, 
spoiled or flawed in the eyes of others.
(Crocker et al., 1998; Page 504).
Goffman (1963) describes the stigma process as comprising two components; the 
recognition of difference based on some distinguishing characteristic or ‘mark’; and a 
consequent devaluation of the person or bearer. He states that the bearer of stigma is 
motivated to ‘hide’ their mark wherever possible. Research on the effects of stigma 
on people with a mental illness or learning disability provides some understanding of 
why the ‘bearer’ may attempt to conceal their ‘mark’.
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1.3 The Effects of Stigma on People with a Mental Illness
Research suggests that people with a mental illness are stigmatised within our society 
(Hinshaw & Cicchetti, 2000). Studies comparing mental illness to other stigmatising 
conditions, such as epilepsy, prostitution, alcoholism, drug addiction and ex-convict 
status, have found a distinct hierarchy exists, with mental illness as the most- 
stigmatised condition (Albrecht et al., 1982; Brand & Claibom, 1976; Drehmer & 
Bordieri, 1985; Hartlage & Roland, 1971; Lamy, 1966; Skinner et a l 1995). 
Research has shown that the stigma associated with mental illness has widespread 
negative effects on the lives of people with mental illness (Link & Cullen, 1986; 
Mechanic et al, 1994). Whilst these negative effects may also be due to other factors, 
research suggests that stigma contributes to these negative experiences.
Public stigma refers to the general population’s reaction to people with mental illness, 
and the subsequent rejection experienced by the individual (Angell et al., 2005). 
Research shows that public stigma has adverse effects on several areas of the lives of 
people with mental illness. Page (1995) found landlords are more reluctant to rent 
property to people who disclose a history of psychiatric hospitalisation. Repper et al. 
(1997) found that two thirds of mental health providers had experienced ‘not in my 
back yard’ campaigns, opposing community mental health facilities. Public stigma is 
also associated with decreased employment opportunities. In the UK, only 13% of 
people with a severe mental illness are employed; this is lower then any other group of 
people with long-term impairments or health problems (Office of National Statistics, 
1995). Research demonstrates that people are less likely to employ individuals 
labelled as mentally ill (Bordieri & Drehmer, 1986; Farina & Flener, 1973; Link, 
1987; Olshansky et al., 1960). However, research shows that 90% of mental health 
service users wish to go into, or return to work (Grove, 1999). For those who are 
employed, the number of hours worked is less than the national average, and earnings 
are approximately two thirds of the national average (Huxley & Thomicoft, 2003). 
Public stigma also impacts on experience with the criminal justice system. People 
exhibiting symptoms of a mental illness are more likely to be arrested (Teplin, 1984), 
and have charges pressed against them for violent crimes (Sosowsky, 1980; Steadman, 
1981). They also spend more time in prison than people without a mental illness
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(Steadman et al, 1989), and are less likely to be helped by officers when victims of 
crime (Mastrofski et al., 2000). These issues severely limit the legal rights of people 
with mental illness (Read & Baker, 1996). Public stigma also affects the social 
relationships of people with mental illness. Read and Baker (1996) surveyed 778 
mental health service users, and 62% reported being treated unfairly by family and 
friends as a consequence of their mental illness, 47% reported being verbally or 
physically harassed in public and 14% had been physically attacked. Murphy (1998), a 
patient with schizophrenia, reports that:
To have a mental illness in western society is to be treated as an outcast ...my biggest 
struggle was not with the illness itself, but with being tossed aside by the normal 
functioning world and made an outcast of society.
(Murphy, 1998; page 185)
In addition to experiencing public stigma, people with mental illness also experience 
self-stigma (Gallo, 1994), whereby people endorse stigmatising ideas, internalise them 
and consider them as self-relevant. Consequently, they believe themselves to be a less 
valued member of society (Link, 1987; Link & Phelan, 2001). Hinshaw and Cicchetti
(2000) report that internalising stigma has devastating consequences for people with 
mental illness. It has been related to diminished self-esteem, self-efficacy and 
confidence in one’s future (Corrigan, 1998; Holmes & River, 1998) and to a sense of 
personal shame (Goffman, 1963). It has been associated with depression (Link et al, 
1987), increased anxiety, and decrements in social performance (Farina, 1981). People 
who self-stigmatise are also less likely to be successful in work, housing and 
relationships (Link et al., 1989). Angell et a l (2005) suggest that an important aspect 
of self-stigma is the individual’s anticipation of rejection by society, which can cause 
individuals to withdraw from or avoid social interactions (Link et a l , 1989), serving 
to further isolate and marginalize them from society, which contributes to perpetuating 
the cycle of stigma. This fear of rejection can lead the individual to hide the ‘secret’ of 
their mental illness (Link et a l , 1989) which may result in people not seeking 
treatment in order to avoid being identified with the stigmatised group. Research 
suggests that many people with mental illness do not seek treatment, or fail to adhere 
to treatment (Regier et a l, 1993; Kessler et a l, 2001).
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Research has also shown self-stigma to impact on the course of a person’s illness 
through the effects that labelling a person’s illness can have. Scheff (1966) proposed 
that labels are a major factor in the stigmatisation of people with mental illness. He 
states that people who exhibit behaviours not easily defined (residual deviance) 
become labelled as mentally ill. Once labelled, they are discriminated against and are 
relegated to the role of the patient. This leads their identity to alter to be consistent 
with the expectation of the role of the ‘mentally ill’. Scheff s (1966) labelling theory 
has received considerable criticism from Gove (1970, 1975, 1980, 1982) who argues 
that labels result from deviant behaviour but are not the cause of further deviant 
behaviour. A ‘modified’ version of labelling theory has been proposed (Link, 1987; 
Link et al., 1989), replacing the claim that labelling causes deviance with a more 
subtle approach (see figure 1). There is evidence in support of both of these theories, 
and this highlights the effects self-stigma may have on the course of a person’s illness.
Fisure 1: Diagrammatic Representation o f the Modified Labelling Approach 
(From Link et al., 1989; page 402)
Step 1 Step 2 Step 3 Step 4 Step 5
Labelled:
Societal
conceptions
become
relevant to
self.
Not Labelled: Societal 
conceptions are irrelevant 
to self.
Labelled
individual’s
response-
E.g. Secrecy,
withdrawal,
education.
Negative 
consequences 
for self-esteem, 
earning power, 
or social 
network ties.
Vulnerability 
to new 
disorder or to 
repeat 
episodes of 
existing 
disorder.
Societal 
conceptions o f  
what it means to 
be a mental 
patient: 
Perceptions of 
Devaluation- 
Discrimination.
No consequences due to labelling- Negative 
effects attributable to psychopathology or to social 
and psychological factors unrelated to labelling.
Some researchers have questioned the relationship between stigma and self-esteem 
(Finlay & Lyons, 2000; Jones et al., 1984). They argue that the effects of stigma can 
not be separated from the impact of other factors such as loss of roles and 
independence, and that low self-esteem may be an antecedent or symptom of the 
illness itself (Brown et al., 1990). They suggest that the relationship between stigma 
and low self-esteem is not inevitable, and some studies have found that people with 
mental illness do not have low self-esteem (Hayward & Bright, 1997) or have higher 
self-esteem than the majority (Crocker & Lawrence, 1999; Crocker & Major, 1989).
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1.4 The Effects of Stigma on People with a Learning Disability
‘People with learning disabilities are members of a stigmatised social category’ 
(Finlay & Lyons, 2000; page 129). When compared to other stigmatised groups, 
research has found that people with learning disabilities are one of the ‘least preferred’ 
groups in society along with people with mental illness and alcoholics (Tringo, 1970). 
Negative attitudes towards this group are apparent in the terms used throughout 
history to refer to them. Terms such as ‘idiots’, ‘morons’, ‘simpletons’, ‘imbeciles’, 
‘cretins’ and ‘subnormals’, were once neutral labels but in time each has acquired a 
derogatory tone or become a term of abuse (Eayrs et al, 1995). Despite major trends 
to change these negative attitudes, such as deinstitutionalisation (The Community 
Care Act, 1990) and Wolfensberger’s concept of ‘normalization’ (as cited in Grant et 
al., 2005), negative attitudes still persist (Palmer et al, 2000). In fact when Tringo’s 
(1970) study was repeated 30 years later, the results were relatively stable with people 
with learning disabilities still being ‘least preferred’ (Thomas, 2000). Evidence of 
negative attitudes towards people with learning disabilities is apparent within society, 
and impacts on a number of different areas of life. It is acknowledged that other 
factors may also influence people with learning disabilities’ experiences in these areas 
of life however research suggests that stigma contributes to these experiences.
People with learning disabilities continue to be socially excluded from access to 
employment and leisure (Department of Health, 2001; Mencap, 2001; Pearlman & 
Holzhausen, 2002). In the UK less than 10% of people with learning disabilities are in 
employment, despite their strong desire to work (Department of Health, 2001). 
Opportunities to engage in work and leisure are generally provided by staff in 
segregated settings, such as day services. However, Wertheimer (1996) notes that this 
is an artificially created world, and people are not supported in the real world to live 
ordinary lives. People with learning disabilities are also excluded from education. The 
Education Act 1981 supported the principle of integrated education and stated that 
mainstream schooling should meet the educational needs of children with learning 
disabilities. However, Richardson (2005) reports that there continues to be barriers to 
accessing mainstream schools, and segregated schooling continues. Children with 
learning disabilities who do attend mainstream schools often experience social
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isolation or rejection by their peers (Bear et al., 1991; Elliot & McKinnie, 1994; 
Haager & Vaughn, 1995; Nabuzoka & Smith, 1993; Roberts & Zubrick, 1993).
Throughout history people with learning disabilities have been denied the right to be 
parents (Clarke, 1983; Fennell, 1996; Richardson, 2005). It was deeply discouraged 
by society, and people with learning disabilities were informed ‘children and marriage 
was not for them’. This issue remains controversial in today’s society, and 
stigmatising views create a challenge to them becoming parents. In the UK, parents 
with learning disabilities are between 15 and 50 times more likely than other parents 
to have their children placed into care (Llewellyn & McConnell, 2005). Two major 
factors identified in such decisions are the court’s view that people with learning 
disabilities cannot learn, and the lack of support services available. Llewellyn and 
McConnell (2005) note that these parents continuously have to prove themselves to 
society, and show that they are no different or less capable than other parents.
Stigma can also impact on the social relationships of people with learning disabilities. 
Studies show that many people with learning disabilities lead lonely lives (McConkey, 
2005) and have few friends (Buckely & Sacks, 1987; Redmond, 1996; Robertson et 
al., 2001; Smyth & McConkey, 2003). McConkey (2005) proposes that social and 
cultural attitudes within society influence the friendships that people with learning 
disabilities form, noting that people prefer their ‘own kind’, and 75% of the general 
population have had no personal contact with people with learning disabilities. They 
continue to be viewed as outsiders and stigma acts as a barrier to them building social 
relationships.
1.5 What Causes Stigma?
Although there is a substantial body of literature on the effects of stigma, the causes of 
this stigma have been neglected by research. Stangor and Crandall (2000) state that 
the origins of stigma are poorly understood, and have not been considered in much 
detail within stigma literature. They add that even Goffman (1963) did not sufficiently
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address this fundamental issue. The literature that does pertain to this issue proposes 
several possible causes of stigma, each of which will be discussed in turn.
1.5.1 Social Evolution. Historical Developments and Biocultural Processes
Social evolution and historical developments are frequently referred to as possible 
explanations for the origins of stigma (Kurzban & Leary, 2001). Several theorists state 
that stigma is a social-evolutionary process, and a cross-cultural feature of human life 
embedded in human evolutionary history (Eibl-Eibesfeldt, 1989 ; Fishbein, 1996; Fox, 
1992). Parkin (1993) notes that from early times to the present day there are examples 
of one society stigmatising another. Whitehead et al. (2001) suggests that this 
indicates how deeply rooted stigma is in human nature.
Researchers have explored this phenomenon in relation to psychiatric stigma. 
Fabrega’s (1991) review suggests that the roots and accentuation of psychiatric stigma 
can be linked to historical and social developments. Fabrega (1991) explores how 
historical, economical, social, religious, intellectual and political developments have 
led to current treatment and attitudes towards people with mental illness, in particular, 
the current perceptions of people with mental illness as ‘mad’. The impact of social 
evolution and history on the stigmatisation of people with learning disabilities is also 
apparent. St Augustine of Hippo (AD 254-430) deemed people with learning 
disabilities to be suffering a punishment for Adam’s original sin and other sins. 
Martin Luther (1483-1546) proposed the killing of impaired infants; he referred to 
them as ‘changelings’, meaning the devil had taken the child and substituted a demon.
Neuberg et al. (2000) postulate that although evolutionary and historical 
developments contribute to stigma, they are limited as explanations for stigma as they 
do not explain why some groups are stigmatised and others are not. They offer a 
biocultural approach in providing a broader understanding of why evolutionary and 
historical developments may lead to stigma. They propose that stigma is rooted in our 
biological need to live in effective groups and has developed as a result of biological 
and cultural processes that have existed across different cultures, time periods and 
social groups. They argue that living in groups is highly adaptive for survival, and that
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people stigmatise individuals who are perceived as having characteristics or actions 
that threaten or hinder effective group functioning. They view stigma as a response to 
factors that threaten the ability to live in social groups, and therefore individuals who 
could potentially impede group functioning would be stigmatised. For example, 
individuals with a contagious disease may be stigmatised, as they are perceived as a 
threat to the physical health of the group (Kurzban & Leary, 2001). Individuals with 
mental illness may be stigmatised, as they are perceived as unpredictable (Goffman, 
1963; Hayward & Bright, 1997), since their likely future actions cannot be predicted 
from the usual signs that signal people’s intentions. They are therefore viewed as a 
threat to the accepted rules, scripts and social actions of the group (Kurzban & Leary, 
2001) and are perceived as disrupting the normal course of social interactions (Jones 
et al., 1984). Individuals with learning disabilities may be stigmatised as-they are 
viewed as having little to offer to the group and nothing of value to trade with others 
(Kurzban & Leary, 2001) or because they are resented due to their dependency on 
others (Neuberg et al, 2000). Individuals who make poor social exchange partners or 
have no skills, economic or social resources are perceived as a threat to group survival 
as they are unable to furnish the future benefits of the group (Neuberg et al, 2000). 
Although biocultural approaches are widely discussed within the literature, to date, 
there has been little research conducted to explore their empirical basis.
1.5.2 Threat and Social Construction
Stangor and Crandall (2000) draw on theories on the development of stereotypes and 
prejudice in proposing a theory of stigma etiology. Their model is illustrated in figure 
2. It proposes that knowledge about social stigma serves a function for the individual 
or society. They suggest that the most likely function it serves is maintaining the 
vitality of the individual or society. This knowledge is then distorted or accentuated 
through a person’s experiences with their social environment, and finally this 
perceptual distortion is reinforced culturally, through communication and social 
sharing of information. When applying this model to people with mental illness, 
research has shown that people with mental illness are perceived as a threat and as 
dangerous (Link et al., 1999). Ottati et al., (2005) suggests that if people with mental 
illness are expected to be dangerous then relatively mundane actions may be construed 
by others as threatening. For example a smile may be viewed as a person trying to
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trick you. This perceptual distortion may serve to amplify group differences and may 
then be socially shared. It then becomes part of society’s attitudes and behaviours in 
the form of stigma.
Figure 2: Model o f  Stigma Etiology 
(From Stangor and Crandall, 2000; page 73)
Initial perception of tangible or symbolic threat 
▼
Perceptual distortions that amplify group differences
I
Consensual sharing of threats and perceptions
i
STIGMA
Stangor and Crandall (2000) note possible limitations of their theory. Firstly, some 
stigmatised groups could be considered to be of a low level of threat i.e. old people, 
(Lambert & Chasteen, 1997) and secondly, it does not incorporate deviance, a source 
of stigmatisation that other theories have identified (Pfuhl & Henry, 1993). In addition 
to this, they state ‘Our analysis remains at least partially tentative; we have little direct 
empirical evidence for our claims’ (Stangor & Crandall, 2000, page 62).
1.5.3 Justification Ideologies
Crandall (2000) believes that people justify stigmatising others, leading them to view 
it as fair and appropriate and resulting in them continuing to stigmatise. He states that 
justification ideologies are a set of values through which people view the world. There 
are two kinds of justification ideologies; attributional approaches and hierarchical 
approaches. Attributional approaches make a stigmatised person responsible for their 
own stigma. An example would be the ‘belief in a just world’ where ‘people get what 
they deserve’ (Lemer, 1980). Ottati et al., (2005) suggest that people with serious 
mental illness are commonly viewed as responsible for their own illness and 
subsequently are discriminated against. Hierarchical approaches justify the necessity
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of social hierarchies among people. A well-known example is Social Darwinism, and 
the view that social inequality is inevitable and so life is about the ‘survival of the 
fittest’ (Spencer, 1882 as cited in Crandall, 2000). Crandall (2000) proposes that 
justification ideologies lead to continued stigmatisation however, Ottati et al., (2005) 
states that although there are findings for justification ideologies in other domains of 
stigma, research is needed to demonstrate their specific role in mental illness stigma.
1.5.4 Stereotyping
Strangor and Crandall (2000) suggest that theories regarding stereotype development 
may provide insight into the causes of stigma. Stereotyping is proposed to be related 
to stigma (Corrigan and Kleinlein, 2005). A ‘stereotype’ has been defined as ‘the 
content of an assumed set of characteristics associated with a particular social group 
or type of person’ (Biemat & Dovidio, 2000; page 89). Stereotypes are not neutral but 
are biased and express value judgements about groups (Argyle & Colman, 1995). 
Scheff (1984) proposed that stereotypes of mental illness are learnt in childhood and 
reinforced by the media and through social interactions. Research has identified four 
components of people’s stereotypes of people with mental illness; they are dangerous; 
they are unpredictable and unable to follow social roles; they are responsible for their 
illness; and their illness is difficult to treat and has a poor prognosis (Hayward & 
Bright, 1997). People with learning disabilities have been stereotyped as being 
‘eternal children’, ‘objects of pity’ or ‘burdens of charity’, ‘menaces’ or ‘sub-human 
freaks’ (Eayrs et a l, 1995). It is speculated that stereotypes such as these are a 
possible cause of stigma. However, Biemat and Dovidio (2000) highlight a number of 
reasons why stereotypes may not be the sole cause of stigma. Firstly, although there is 
a widespread agreement that stereotypes and stigma are highly related processes, the 
causal direction of this relationship is uncertain. Stereotypes may develop as a 
consequence of stigma but it is questionable as to whether stereotypes cause stigma. 
Secondly, stereotypes can occur without stigma, and stigma can exist without 
stereotypes. For example, stereotypes of abominations of the body are rare, weaker 
and more varied across individuals, yet this group is still stigmatised. Finally, 
stereotypes can be positive, yet stigmatisation is essentially negative. It appears that 
the process of stereotyping may contribute to, but does not fully account for, the 
development of stigma. Even if stereotyping did account more for stigma, the question
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of what causes stereotypes would remain. Schneider (1996) states that there is limited 
research concerning stereotype development, and Stangor and Crandall (2000) suggest 
that where stereotypes come from is unknown.
1.5.5 The Media
Media influence has been identified as contributing to stigma through its 
representation of groups (Sullivan et al, 2005). Although the media may not 
necessarily cause stigma, it plays a role in maintaining stigma by re-producing 
negative stereotypes of stigmatised groups thereby reinforcing people’s stigmatising 
attitudes towards these groups. Research has focused on the media’s portrayal of 
people with mental illness and how this impacts on public opinion. Research shows 
that the media is hostile towards people with mental illness, and depicts them to be 
violent (Diefenbach, 1997), childlike, unpredictable and dangerous (Wilson et al., 
1999). The media’s portrayal of people with mental illness as violent has received a 
considerable amount of attention. Research demonstrates that two-thirds of television 
and press coverage in Britain associates people with mental illness with violence 
(Social Exclusion Unit, 2004) and 40-50% of articles about mental health in daily 
newspapers used derogatory terms such as ‘loony’ or ‘nutter’ (Ward, 1997). Research 
exploring attitudes towards people with mental illness have found that they are viewed 
as dangerous and unpredictable (Crisp et al., 2000) even though people’s actual 
experiences of people with mental illness are contrary to this view (Philo, 1996). 
Research has also demonstrated the negative consequences of the media’s portrayal of 
people with learning disabilities. In particular research has focused on how people 
with learning disabilities are portrayed by charity campaigners. Eayrs et al. (1995) 
describe how charity poster campaigns frequently create negative representations, and 
portray images of people with learning disabilities as different from others. 
Wolsfensberger and Thomas (1983) stress the powerful role that these symbols and 
images can have in creating positive or negative value judgements.
1.5.6 Summary o f the Causes o f  Stigma
Although the literature discusses possible causes of stigma, no single theory alone is 
sufficient in providing the answers to why some groups are stigmatised (Stangor &
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Crandall, 2000). It is clear that the theories proposed are tentative and have little direct 
empirical evidence to support them. It is also evident that they are limited in 
accounting for the causes of stigma. Stangor and Crandall (2000) state that:
We need fresh insights into the development of stigma because existing models from 
the stigma literature as well as those from closely related work on stereotyping, 
prejudice and discrimination, have not provided complete theories to account for the 
development of social stigma.
(Stangor & Crandall, 2000; page 66)
There is a clear need to gain a greater understanding of the causes of stigma and to 
support this understanding through research. Ottati et a l (2005) state that a 
comprehensive approach to understanding stigma may be gained by considering 
approaches that are outside the boundaries of traditional social psychology. This thesis 
draws on work by cognitive psychologists on categorisation, and will research an 
alternative and more complex understanding of the development of stigma.
1.6 Categorisation
For some years I have argued that human categorisation should not be considered the 
arbitrary product of historical accident but rather the result of psychological principles 
of categorisation which are subject to investigation.
(Rosch, 1999; Page 189)
Cognitive psychologists state that in order to make sense of their experiences human 
beings use the cognitive function of categorisation (Medin et al., 2001). Human 
beings group objects together under different labels, and group people together into 
different social categories (Tajfel, 1981). Categorisation serves the functions of 
classification, understanding, explanation, prediction, reasoning and communication. 
There are two main views about category structure; the classical view and the 
probabilistic view.
The classical view proposes that all things belonging to a category share common 
properties and these properties act as criteria for defining category membership i.e. all
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shapes with three sides are categorised as triangles. Up until the 1970s this was the 
dominant viewpoint held. However, an alternative view has emerged leading to 
rejection of the classical position. This new viewpoint, the probabilistic view 
(Margolis & Laurence, 1999), suggests that things, within categories vary in the degree 
to which they share common properties and therefore the degree to which they are 
representative of that category. For example, a penguin may be categorised as a bird 
even though it does not share the common category properties of building nests or 
flying. Therefore, this viewpoint argues that categories are organised around 
properties that are typical or characteristic of that category, rather than around 
necessary and sufficient rules for inclusion in the category.
The emergence of the probabilistic view has two major implications (Medin et al., 
2001). Firstly, some members of a category may have more category properties than 
other members, and may be more typical of a category than other members. Secondly, 
psychologists differentiate two kinds of categories; classical categories and ‘fuzzy’ 
categories (Sternberg, 2006). Classical categories can be readily defined through their 
features whereas ‘fuzzy’ categories are not easily defined, and tend to be social 
categories (Smith, 1995). The boundaries of the category may be ‘fuzzy’ and members 
of a category may have less category properties than non-members. Medin et al.,
(2001) gives the example of a whale being categorised as a mammal, but sharing more 
category properties with a fish. The probabilistic viewpoint emphasises the extent to 
which the majority of categories do not have clear-cut boundaries and are ‘fuzzy’ 
categories. However, Rosch (1978) states that within western culture there is a drive 
towards separating categories and an attempt to make them clear-cut. For example, the 
Diagnostic Statistical Manual of Mental Disorders, 4th edition (DSM-IV) (America 
Psychiatric Association, 1994) and International Statistical Classification of Diseases 
and Related Health Problems, 10th edition (ICD-10) (World Health Organisation, 
1992) attempts to achieve this by developing formal and necessary criteria for 
category membership i.e. psychiatric diagnosis or labelling. Harris (1995) states that 
researchers and policy makers prefer discrete concepts to fuzzy ones. Rosch (1978) 
states that a way to achieve separateness and clarity when categories are ‘fuzzy edged’ 
is to think of the category in terms of its clearest cases rather than its boundaries. She 
says that this leads to categories becoming defined in terms of prototypes.
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1.7 Definition of Prototypes
Researchers have used the term prototype to mean many different things (Smith & 
Medin, 1981). In this thesis, the original definition proposed by Rosch (1978) will be 
utilised:
By prototypes of categories we have generally meant the clearest cases of category 
membership defined operationally by people’s judgements of goodness of 
membership in the category.
(Rosch, 1999; Page 196)
Prototype theory proposes that a person experiences various instances of a category 
and abstracts the category’s most typical and common attributes. This abstraction 
becomes the category prototype. Prototypes are abstract knowledge about categories, 
as they do not necessarily represent any particular instance in the category (Rosch, 
1978). Their features are not necessarily defining features that are possessed by every 
instance in the category but are an integration of characteristic and typical features of 
the category, therefore, prototypes are a ‘summary representation’ of the category 
(Medin, 1989).
Rosch (1978) emphasises that for ‘fuzzy’ categories, category membership is on a 
continuum. She stresses that instances of a category vary in how typical they are of 
that category, and the degree to which they represent the category’s identity. She 
emphasises that her notion of prototypes is about people’s abstract judgements of 
degree of prototypicality. In order to illustrate this, Rosch (1978) conducted research 
with instances of a metric value such as size. This research showed that prototypical 
category members represent the mean value of the category, suggesting that 
prototypes are the average of a category.
Rosch’s (1978) notion of prototypes proposes that categories are not defined in terms 
of their boundaries but instead they are defined in terms of their clear cases or 
prototypes. Therefore, when given an instance of a category we compare it to our 
abstract prototype and if it is sufficiently similar, we judge it to be a member of that 
category. Therefore, instances belong to a category if people judge them to be good
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cases for membership, not because they are within specific category boundaries or 
meet specific membership criteria. Rosch (1999) highlights that this means that people 
can judge whether a person or object belongs to a category without information about 
the category’s boundaries. Rosch’s (1974,1975) research supports this. She found that 
people are able to agree on whether an object or person is a clear member of a 
category, even when they disagree about the category’s boundaries. Rosch (1978) 
argues that this is because people use their perception of typicality differences i.e. 
prototypes, to judge category membership.
1.8 Exemplars
Some researchers have proposed that instead of using a single prototype for 
categorising, people use exemplars (Smith & Medin, 1999). It is beyond the scope of 
this thesis to explore exemplar theories in more detail, but for the purpose of this study 
it is important to distinguish between exemplars and prototypes Exemplars have been 
defined as instances that are representative of a category (Ross, 2000). The exemplar 
view point suggests that we store in memory a collection of specific examples of 
instances that are considered members of a category (Smith and Medin, 1981). To 
determine whether a new instance is a category member, we compare it to our stored 
examples. This differs from prototype theory which suggests that we compare new 
instances to a category prototype, which is an abstract summary of the category. This 
abstract summary is likely to represent a variety of exemplars and does not necessarily 
match a category instance like an exemplar may.
1.9 The Effects of Prototypes
An effect of prototypes is that they maximise differences between categories. Rosch 
and Mervis (1975) have shown that:
The more prototypical of a category a member is rated, the more attributes it has in 
common with other members of the category and the fewer attributes in common with 
members of the contrasting categories.
(Rosch, 1999; page 197)
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Consequently, prototypes serve to maximise differences between categories, so that 
contrasting categories are maximally distinctive. This notion has been demonstrated 
within the social psychology literature (i.e. Hogg, 1996). Self-categorisation theory 
(Turner, 1985; Turner et al., 1987) applies theories of categorisation to groups, and is 
a development of social identity theory (Tajfel, 1982), which proposed that people’s 
self-concept and definition is provided by self-categorisation in a social category. 
Self-categorisation theory views individuals as sometimes acting in terms of their 
shared social identity, rather than as different individuals. It suggests that people in 
groups develop a perception of what they share in common and of the features that 
distinguish them from other groups. Hogg (1987) states that people perceive social 
groups in terms of prototypes, and self-categorisations are cognitive groupings of the 
self.
(Self-categorisation) accentuates both similarities among stimuli (physical, social or 
aspects of the self) belonging to the same category and differences among stimuli 
belonging to different category.
(Hogg, 1987; page 68)
It is argued that when self-categorising to in-groups or out-groups, people seek to 
minimise perceived intracategory differences, and maximise perceived intercategory 
differences. This leads to people exaggerating individuals as being more prototypical 
of their group (Hogg, 1996). Individuals are depersonalized and viewed in accordance 
with the group prototype, this leads to an accentuation of in-group similarities and out
-group differences, thereby maximising separateness of groups. This accentuation of 
intergoup differences leads people to view other groups as exaggeratedly different to 
their own (Eiser, 1996). Tajfel (as cited in Turner & Giles, 1981) considered this to be 
a distortion of perception, and stated that people tend to be perceived as more different 
or similar than they really are. He termed this the accentuation effect of the 
categorization process. An experiment was conducted to illustrate this effect (Tajfel & 
Wilkes, 1963), which involved showing people eight lines differing in length, and 
asking them to estimate the line lengths. In the first experimental condition, the four 
shortest lines were labelled ‘A’ and the four longest lines were labelled ‘B’. In the 
second condition the lines were not labelled. Results showed that when the lines were
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labelled, people exaggerated the similarity of the four lines within group ‘A’ and the 
four within group ‘B’, and exaggerated the differences between the two groups of 
labelled lines. This is evidence of the accentuation effect, and shows people 
underestimate differences within groups but exaggerate differences between groups. 
Howitt et al. (1989) suggests that:
Normally the act of categorization does not merely involve the imposition of a neutral 
label, as it did in Tajfel’s line experiment. The imposition of a label conjures up 
images particularly of prototypical examples. These images can then affect our 
experience of the instance which is being categorised.
(Howitt et al., 1989 Page 116) 
Therefore, categorisation according to prototypes is likely to maximise group 
differences, as perceived group similarities and differences are accentuated by the 
categorization process.
1.10 Prototypes in Relation to Stigma
Consideration of prototypes in relation to stigma may provide further understanding of 
the causes of stigma. When considering prototype theory in relation to psychiatric 
diagnosis, it is evident that there is an attempt to categorise patients according to their 
diagnosis into clear-cut categories. These categories are represented by labels such as 
‘mental illness’ or ‘learning disability’. According to Rosch (1978), people’s 
prototypes of these groups will be based on the clearest cases of category membership, 
and these abstract prototypes will maximise the differences between groups. 
Therefore, it is hypothesised that in relation to the labels Teaming disability’ and 
‘mental illness’, people will judge those with a more severe condition or impairment 
to be more prototypical of that group. They may consider them to represent the 
clearest cases within that group, and perceive these people as the most different to 
themselves. This study will explicitly test this, and will look at whether people judge 
those with a severe condition or impairment as more prototypical of groups labelled 
Teaming disabled’ or mentally ill’.
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Support for this hypothesis can be found in two domains. The first comes from 
research exploring people with learning disabilities’ perceptions of themselves. 
Bogdan and Taylor (1994) report the stories of Ed and Pat who have both been 
labelled as ‘mildly mentally retarded’, but who both deny the applicability of the label 
‘retarded’ to themselves. They use this label to describe other people in their 
institution, but their use of the label is confined to people who have more severely 
impaired physical functioning, people who cannot communicate verbally, or people 
who in institutional terms would be described as Tow grade’. Davies and Jenkins 
(1997) report similar findings. In a sample of 31 people with learning disabilities who 
had some understanding of the term mental handicap, they found that 16 people 
defined the term in such as way to exclude themselves from this category. Most of the 
sample focused on physical impairment or specific disability when defining the term. 
Booth and Simons (1989) found that when 25 people with learning disabilities were 
asked what the term meant, the most frequent responses referred to physical disability 
or illness, an inability to care for self, or problem behaviour. Only 2 out of the 25 
people viewed the label as applicable to them, and the majority spoke in the third 
person when discussing the term. This body of research provides support for the 
hypothesis that psychiatric labels may lead people to think of individuals with more 
severe conditions or impairments, as these individuals are more prototypical of the 
group. People with learning disabilities’ definition of this label focuses on people 
more disabled than themselves, people with visible physical impairments and people 
requiring extensive support, suggesting that people judge these labels according to 
members of the category that are the most different to those not labelled in this way.
A further reason for judging people with a severe impairment or condition to be more 
prototypical of groups labelled mentally ill or learning disabled can be found in social 
psychology research. Social comparison theory, (Festinger, 1954) proposes that 
people strive to learn more about themselves through engaging in social comparisons. 
People have a choice of whom to compare themselves with. Evidence demonstrates 
that unfavourable comparisons of self to others (upward comparison) can lead to 
diminished affect and self-esteem; whereas favourable comparison with others 
(downward comparisons) can enhance self-esteem (Major, 1994; Morse & Gergen, 
1970; Tajfel & Turner, 1986; Tesser, 1986). Taylor et a l (1983) state that downward 
comparison is more prevalent among people who are stigmatised or victimized, as it
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helps them feel better about their plight. They found that, in an attempt to cope with 
their problems, accident or cancer victims compare themselves to others who are in 
some way more unfortunate than themselves. Gibbons (1985) has also found this to be 
the case for people with learning disabilities and when asked to compare themselves 
to a hypothetical person with a learning disability they generate an image of someone 
more severely impaired than themselves. Edgerton and Sabagh (1962) suggest that in 
some institutions, people with learning disabilities compare themselves to others of 
lower intelligence as it enables them to ‘self-aggrandize’. There is also evidence that 
people with mental illness use downward comparison. A study involving people with 
schizophrenia found that people use downward and lateral comparison more often 
than upward comparison when comparing themselves to others (Finlay et al., 2001).
This research on social comparison theory suggests a second process leading people to 
judge those with a more severe condition or impairment to be more prototypical of 
mentally ill or learning disabled groups. It suggests that when comparing themselves 
to others people may use downward comparison to enhance their self-esteem. 
Although this research found that people with the label mental illness or learning 
disability use downward comparison when judging others with the same label, it is 
also likely that people without a label judge these labelled groups in this way.
1.11 The Impact of Prototypes on Stigma
1.11.1 Stereotyping
There is a paucity of literature on the relationship between prototypes and stereotypes. 
In distinguishing them, Lakoff (1999) argues that social stereotypes are usually 
conscious and are frequently the subject of public discussion, whereas using typical 
examples of category members is unconscious and not subject to public discussion. 
Other than this distinction, there seems to be an overlap between stereotypes and 
prototypes. Hogg (1996) states that categorisation according to prototypes leads to the 
individual being behaviourally and perceptually depersonalised. He argues that this 
depersonalisation process underlies social stereotyping, and that categorisation does 
not only lead individuals to be perceived as more prototypical than they are, but it also
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accentuates stereotypicality. The concepts of prototypicality and stereotypicality 
overlap conceptually therefore categorisation according to prototypes is related to 
stereotypes. As discussed in section 1.5.4, the public holds negative stereotypes of 
people with mental illness and learning disabilities and it is likely that prototypes are 
associated with these stereotypes.
1.11.2 Attitudes
A further impact that prototypes may have on stigma, is that people may draw 
inferences about individuals based on an accentuated group prototype. Rothbart and 
Lewis (1988) suggest that this leads to features of individuals being ignored, as they 
are not associated with the prototype. This could have major implications for groups 
labelled mentally ill or learning disabled, as people are not viewed as individuals, but 
are viewed in accordance with a group prototype. If this prototype is based on the 
most severe cases, it may be that people are viewing groups labelled mentally ill or 
learning disabled as more severely impaired than they are, and this may contribute to 
explaining why these labels are stigmatised to the extent that they are. These group 
labels may not be representative of the spectrum of individuals within that group, but 
may only represent a group prototype. Arboleda-Folrez (2003) states that:
By a process of association and class identity, all persons with mental illness are 
equally stigmatised; regardless of impairment or disability level, the individual patient 
is lumped into a class, and belonging to that class reinforces the stigma against the 
individual.
(Arboleda-Folrez, 2003; page 646)
Research by Waldus and Mummendey (2004) has recently found that people’s 
perception of prototypicality is related to their attitudes. They found that people who 
perceive themselves to be more prototypical of their in-group are more likely to 
negatively evaluate an out group. This finding provides some evidence for a 
relationship between prototypes and attitudes. Research has also demonstrated that 
severity of disability is the strongest predictor and the most important factor in 
determining the public’s social acceptance of people with disabilities (Currie & 
Aubry, 1995; Farina et al., 1978; Kirk, 1974). Therefore, if people’s prototypes of
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people labelled mental ill or learning disabled are of the severest cases in these 
groups, then this could have subsequent effect on their attitudes towards these groups, 
and their social acceptance of them. This study will explicitly test whether a 
relationship exists between perceptions of prototypicality and attitudes towards groups 
labelled as mentally ill and learning disabled.
1.12 Research Objectives
(1) To assess whether people generate prototypes of group labels that are
representative of people with more severe conditions or impairments in that 
group.
(2) To explore whether a relationship exists between people’s prototypes of 
groups labels and people’s attitudes towards that group.
1.13 Hypotheses
(1) People who complete the severe questionnaire (using the labels ‘severe mental 
illness’ and ‘severe learning disability’) will generate significantly more 
severely impaired prototypes than people who complete the mild questionnaire 
(using the labels ‘mild mental illness’ and ‘mild learning disability’).
(2) People who complete the unspecified questionnaire (using the labels ‘mental 
illness’ and Teaming disability’) will generate significantly more severely 
impaired prototypes than people who complete the mild questionnaire but their 
prototypes will not differ to those who complete the severe questionnaire.
(3) People who complete the severe questionnaire or the unspecified questionnaire 
will have more negative attitudes towards people with mental illness and 
learning disabilities than those who complete the mild questionnaire. There 
will be no difference in attitudes between people who complete the unspecified 
questionnaire and people who complete the severe questionnaire.
(4) There will be an overall relationship between the severity of people’s 
prototypes of a group and their attitude towards that group.
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2. METHOD
2.1 Design
A mixed within and between subjects design was used in the study. A between 
subjects design was used to explore differences in attitudes and prototypes, between 
the severe, mild and unspecified groups, and a within subjects correlational design 
was used to explore the relationship between participants’ prototypes and attitudes.
2.2 Participants
A power analysis determined that a total sample size of 159 was required for the study 
(Anova, effect size r=0.25, alpha 0.05, power 0.80). The final sample consisted of 183 
people. The sample’s demographic details can be found in table 1.
There was no specific criterion for participation in the study. Participants were 
recruited through their place of employment. This method was chosen to get a diverse 
sample of the general population. Forty-five businesses and two schools, all located in 
the South East of England, participated in the study (see appendix 1). Small 
businesses were chosen as it was anticipated this would achieve a higher response rate 
and a more diverse sample than recruiting from larger businesses.
Three different questionnaires were used in the study. They were shuffled into a 
random order and distributed across the establishments. Participants were assigned to 
one of three groups according to the questionnaire they completed. This was to ensure 
that each participant was equally likely to be assigned to each group, and to obtain 
equivalent groups (Schweigert, 1994).
Tests of normality found that age was not normally distributed therefore as 
recommended by Field (1995) logarithmic transformation was performed to reduce 
skewness and kurtosis (appendix 7). Following transformation age was found to be 
normally distributed therefore parametric statistics were used to compare age across 
the three groups.
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A one-way analysis of variance found no significant differences in the transformed 
age variable across the three groups. A one-sample chi-square test found no 
significant differences in gender and marital status1 across the three groups (see table 
2). It was not possible to compare ethnicity across the groups, as due to the low 
number of participants in some categories the chi-square expected frequencies 
assumption was violated.
Table 1: Demographic Details o f the Sample
Demographics Sample
Age:
Mean age in years (sd) 33.7(11.8)
Age Range in Years 15-84
Gender:
Male 88 (48.1%)
Female 95 (51.9%)
Ethnicity:
White 169 (92.3 %)
Mixed 7 (3.8%)
Asian or Asian British 3(1.6%)
Black or Black British 1 (0.5%)
Chinese 1 (0.5%)
Any other ethnic group 2(1.1%)
Marital Status:
Single 58(31.7%)
Married 61 (33.3%)
Divorced 4 (2.2%)
Separated 1 (0.5%)
Living with partner 54 (29.5%)
Widowed 2(1.1%)
Missing data 3 (1.7%)
Total Sample Number (n) 183
1 In order to meet chi-square assumptions regarding expected frequencies the categories single, 
divorced, separated and widowed were combined.
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Table 2: Demosravhic Details o f the Sample by Group
Demographic Severe
Group
Mild
Group
Unspecified
Group
Statistical Test
Age:
Mean age in years (sd) 
Age range in years
31.4 (8.6) 
15-54
35.9 (12.9) 
18-73
34.6 (13.6) 
15-84
F (2,182) = 1.537, 
P=. 218
Gender:
Male
Female
31 (46.3%) 
36 (53.7%)
27 (47.4%) 
30 (52.6%)
30 (50.8%) 
29 (49.2 %)
X 2 (2) = .28, 
P=.870
Ethnicity:
White
Mixed
Asian or Asian British 
Black or Black British 
Chinese
Any other ethnic group
64 (95.5%) 
1 (1.5%)
1 (1.5%)
0 (0%)
0 (0%)
1 (1.5%)
53 (93%) 
2 (3.5%) 
0 (0%)
0 (0%)
1 (1.8%) 
1 (1.8%)
52 (88.1%) 
4 (6.8%)
2 (3.4%)
1 (1.7%)
0 (0%)
0 (0%)
Marital Status:
Single
Married
Divorced
Separated
Living with partner 
Widowed 
Missing data
20 (29.9%)
21 (31.3%) 
2 (3%)
0 (0%) 
24 (35.8%) 
0 (0%)
0 (0%)
17 (29.8%) 
22 (38.6%) 
2 (3.5%)
0 (0%)
14 (24.6%) 
1 (1.75%)
1 (1.75%)
21 (35.6%) 
18(30.5%) 
0 (0%)
1 (1.7%) 
16(27.1%)
1 (1.7%)
2 (3.4%)
X 2 (4) =2.479, 
p=.648
Total Number in Group 67 (36.6%) 57(31.1%) 59 (32.2%) _
2.3 Procedure
A research proposal was submitted to the University of Surrey Ethics Committee. 
Approval was given from the committee on the understanding that clarification of two 
points in the proposal was provided (see appendix 2). A letter clarifying these points 
was submitted to the committee (see appendix 3).
The researcher visited the establishments unannounced and spoke with the manager or 
person in charge on that particular day. Three supermarkets chose not to participate in 
the study as they had to adhere to company policies, which prevented them from 
participating in the research within the specified time period.
The researcher introduced the research to the contact person and explained the 
procedure. They were informed that the study was completely voluntary and that if
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employees did not wish to take part in the study they should not complete the 
questionnaire, as by completing the questionnaire they would be consenting to their 
involvement in the research. Each establishment was given enough questionnaires for 
all their employees and the questionnaires were distributed by the contact person. 
Each questionnaire included an information sheet about the research, and a tear-off 
slip for participants who wished to obtain the results of the research. It was considered 
that the questionnaire could potentially evoke strong reactions for participants, so the 
researcher’s contact details and details of support services were also provided. A copy 
of the questionnaire pack is provided in appendix 4.
A box for completed questionnaires was placed in a central place within each 
establishment. The researcher returned weekly for a period of six weeks to empty the 
box. Where possible, they spoke with the initial contact person and updated them on 
the current response rate, and asked them to remind employees about the 
questionnaire. The response rate was 46%, and 183 out of the 400 questionnaires 
distributed were returned.
2.4 Instruments
2.4.1 Questionnaire Methodology and Construction
A questionnaire approach was used in the study to enable data to be collected from a 
large sample in a standardised way. The questionnaire had four aims; to measure 
people’s prototypes of people with mental illness and people with learning disabilities 
and to measure people’s attitudes towards people with a mental illness and learning 
disabilities. The questionnaire was designed around these aims.
Mental Illness Prototype Scale (MIPS) and Learning Disability Prototype Scale 
(LDPS)
No instruments exist to measure people’s prototypes of labelled groups and therefore 
the researcher developed the MIPS and LDPS independently. The scales aimed to
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measure people’s judgements of the degree of impairment of individuals labelled as 
mentally ill or learning disabled. They were therefore developed from existing 
questionnaires widely used to measure people’s adaptive behaviour, functioning and 
living skills.
A number of existing questionnaires were examined including measures of adaptive 
behaviour such as the Vineland Adaptive Behaviour Scale (Sparrow et al, 1984) and 
the Hampshire Assessment for Living with Others (Shackleton Bailey & Hants Social 
Services, 1980), and measures of functioning such as the Independent Living Skills 
Survey (Wallace, 1986), the Social Functioning Scale (Birchwood et al, 1990) and 
the Multi-Function Needs Assessment (Weiner, 1993). Wallace’s (1986) review of 
instruments that assess functional living skills was also used. When comparing these 
questionnaires it was apparent that they measure a number of domains. Questions 
reflecting these domains were developed for the MIPS and LDPS (see table 3).
Table 3: Domains Measured and Questions from the MIPS and LDPS
Domain Questions
Socialising/Relationships How many friends do you think Harry/Sarah has?
Communication Do you think Harry/Sarah is good at communicating with 
others?
Self-care/Domestic Activities Do you think Harry/Sarah is good at attending to personal 
hygiene?
Leisure Do you think Harry/Sarah engages in leisure 
activities/socialising?
Do you think Harry/Sarah has any hobbies or interests?
Independence/Community
Living
Where do you think Harry/Sarah is most likely to live? 
Who do you think Hariy/Sarah is most likely to live with? 
Do you think Harry/Sarah is good at using public 
transport?
Do you think Harry/Sarah is good at managing money?
Do you think you would notice Harry/Sarah if you saw 
him/her?
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Responses to a case vignette were used to measure people’s mental illness and 
learning disability prototypes (see table 4). The case described in each vignette was 
deliberately very brief, so that the participants were not biased by information, but 
were judging the case solely in relation to their existing prototype of the labelled 
group. This method was chosen as existing questionnaires used to develop the MIPS 
and LDPS were designed for use in relation to a specific individual and a review of 
measurements of attitudes towards persons with disabilities recommends specifying 
the attitude referent (Antonak and Livneh, 2000). Although the MIPS and LDPS are 
not measuring attitudes, they are measuring prototypes and therefore specifying the 
attitude referent still appears relevant.
Table 4: MIPS and LDPS Vi2nettes
Group Vignette
MIPS LDPS
Unspecified Harry has a mental illness. Sarah has a learning disability
Severe Harry has a severe mental illness. Sarah has a severe learning disability
Mild Harry has a mild mental illness. Sarah has a mild learning disability
The MIPS and LDPS each consist of 10 items and are identical except the MIPS uses 
the label mental illness and the LDPS uses the label learning disability. Items 1-2 are 
multiple-choice questions and participants are required to choose their answer from 6 
responses. For item 3 participants are asked to respond on a 6-point Likert scale. (1= 
None to 6= A Lot) and for items 4-10 participants respond on a 6-point Likert scale (1 
= Unlikely to 6 = Likely).
An additional exploratory question (see table 5) was included in the questionnaire. 
This question aimed to explore participant’s knowledge of each group. Research has 
found knowledge to be related to attitudes towards people with mental illness (Penn et 
al, 1994)), and therefore it was considered interesting to explore the relationship 
between people’s knowledge and their prototypes.
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Table 5: Additional Question
Given that Harry/Sarah has a (severe/ mild) mental illness/learning disability which 
condition(s) do you think Harry/Sarah may have?
(Tick as many responses as you wish)
Anxiety............................... □ Anorexia Nervosa............... □
Agoraphobia...................... a Asthma................................ □
Cerebral Palsy.................. □ Autism.................................. □
Depression....................... u Alzheimer’s disease........... a
Down’s Syndrome............ u Developmental Delay.......... □
Manic Depression............ □ Epilepsy............................... a
Stress............................... □ Schizophrenia...................... □
Brain Damage.................. a Attention Deficit Hyperactivity □
Dyslexia............................ □ Disorder.................................. □
Alcoholism.......................... □
Prior to inclusion in the questionnaire, this question was piloted with a group of 23 
clinicians comprising of Trainee Clinical Psychologists and Clinical Psychologists 
who were all part of the University of Surrey Doctorate in Clinical Psychology 
Course. Clinicians were invited to participate in the pilot by e-mail. The question used 
in the pilot did not specify the severity of the case vignettes’ mental illness or learning 
disability. The purpose of the pilot was to assess clinicians’ knowledge of the 
conditions that a person with mental illness or learning disability may have. It was 
anticipated that this information could then be used to develop a scoring system of 
participant’s knowledge. However, the pilot revealed inconsistencies in the clinicians’ 
responses (see appendix 5). For example, 52% of clinicians considered dyslexia and 
brain damage to be conditions a person with a learning disability may have and 48% 
did not. Given the level of disagreement among clinicians, it was not possible to use 
their responses to develop a knowledge score for participants.
Attitude Scale for Mental Illness (ASM1)
Existing questionnaires measuring people’s attitudes towards mental illness were 
explored for use in this study. Antonak and Livnegh (2000) recommend that 
researchers measuring attitudes towards groups of persons with specific disabilities 
use existing scales rather than developing new scales, as there are already an excessive 
number of existing valid measures for this purpose.
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The most widely used instrument among researchers is the Opinions of Mental Illness 
Scale (OMI) (Cohen & Struening, 1962). This appears to be the most comprehensive, 
reliable and valid instrument for this purpose (Rabkin, 1972). However, the OMI was 
not used in this study as many of the studies exploring its psychometric properties 
were conducted in the early 1960s (Antonak & Livneh, 1988). The psychometric 
properties of the Attitude Scale for Mental Illness (ASMI) (Hahn, 2002) have been 
demonstrated more recently and therefore, this scale was used in this study. This is a 
modified version of the OMI in Chinese Community Scale (OMICC) (Ng & Chan, 
2000), which has been demonstrated to have high internal consistency (Cronbach’s 
Alpha = .866). The items for both the ASMI and OMICC instruments were 
constructed from the OMI (Cohen & Struening, 1962).
The ASMI consists of 34 items that form six subscales (see appendix 6). Hahn’s 
(2002) study yielded a Cronbach’s Alpha of 0.87, demonstrating high internal 
consistency among scale items. A reliability analysis on each subscale yielded 
Cronbach’s Alpha ranging from 0.39-0.79. In order to restrict the length of this 
study’s questionnaire four subscales were selected for use in this study (see table 6). 
For these subscales Cronbach’s Alpha levels ranged from 0.58-0.79, showing high 
internal consistency. The four subscales consist of between 4 to 10 items; in total 25 
of the ASMI items were used. For each item participants respond on a 5-point Likert 
scale with an agreement continuum from totally disagree to totally agree.
Table 6: ASMI Subscales and Examvle Questions
Subscale Example Question
Separatism (Items that emphasise the 
uniqueness of people with mental illness and 
keeping them away at a safe distance)
Mental patients and other patients should 
not be treated in the same hospital
Restrictiveness (Items that hold an uncertain 
view on the rights of people with mental 
illness)
Those who are mentally ill should not 
have children
Benevolence (Items related to kindness 
towards people with a mental illness)
The best way to help those with a mental 
illness to recover is to let them stay in the 
community and live a normal life
Pessimistic Prediction (Items related to 
the view that people with mental illness 
are unlikely to improve and how society 
treats them is not optimistic)
After treatment it is difficult for the 
mentally ill to return to the community
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Attitudes Towards People with Learnins Disabilities (ALP)
An attitude instrument developed by Hudson-Allez and Barrett (1996) was used to 
measure attitudes towards people with learning disabilities. This instrument consists 
of 20 items, 10 positive and 10 negative attitudinal items (see table 7). It measures 
areas such as social distance, social inclusion and equal rights. Participants respond 
to each item on a 7-point Likert scale (1= strongly agree to 7=strongly disagree).
Table 7: ALP Attitudinal Items and Examvle Questions
Attitudinal Items Example Question
Positive
I would welcome a home for people with learning disabilities in 
my street.
I can see myself having someone with a learning disability as a 
true friend.
People with learning disabilities have a right to education.
Negative
People with learning disabilities are more aggressive than other 
people.
People with learning disabilities are not to be trusted.
People with learning disabilities should be kept away from other 
people.
This scale was chosen as it was developed fairly recently, whereas other existing 
measures of attitudes towards this group are much older. In view of significant 
changes within society that have affected this group (e.g. the Community Care Act 
1990), it was considered important to use a more recently developed instrument that 
reflected these changes. This instrument was also chosen as many of the existing 
scales measuring attitudes toward this group are exploring attitudes towards children 
with learning disabilities and were therefore not considered to be appropriate for use 
in this study. A final reason for using this scale was that it has been shown to have 
high reliability (Cronbach’s Alpha= 0.94), and correlating each item with the total 
score found r ’s ranging from 0.53 to 0.9 (PO.00).
In Hudson-Allez and Barrett’s (1996) study the label ‘mentally handicapped’ was 
used, as during piloting they found people did not understand the terms learning 
difficulty, learning disability or cognitively impaired. In this study the label learning
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disability was used as this is the term currently used in the United Kingdom, and it is 
attitudes towards this group that the scale aimed to measure. In order to ensure that 
participants understood this term the questionnaire stated ‘The term learning disability 
is used in the UK, previously in the UK the term mental handicap was used. In the 
USA the term used is mental retardation’.
At the end of the questionnaire there was an information sheet which asked 
participants their age, gender, marital status and ethnicity, according to the categories 
used in the 2001 population census (Commission for Racial Equality, 2001).
Prior to distribution, the researcher e-mailed the questionnaire to a psychologist who 
has expertise in prototype theory and has published research in this area. This was 
done to evaluate the face and content validity of the MIPS and LDPS.
The questionnaire was piloted by the first business that it was distributed to. The 
researcher asked for general feedback on the questionnaire and participants indicated 
that they would have liked more information about the people depicted in the 
vignettes. Following this feedback changes were not made to the questionnaire, as the 
vignettes were deliberately brief for the purpose of the study.
2.4.2 The Three Different Questionnaires
Three questionnaires were used in the study and each participant completed one of 
these. The ASMI and ALD were identical across the three questionnaires. However, 
the MIPS and LDPS differed in the terminology that they used to refer to the labelled 
groups:
(1) Questionnaire 1 used the labels severe mental illness in the MIPS and severe
learning disability in the LDPS
(2) Questionnaire 2 used the labels mild mental illness in the MIPS and mild
learning disability in the LDPS
(3) Questionnaire 3 used the labels mental illness in the MIPS and learning
disability in the LDPS
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3: RESULTS
3.1 Scoring the Questionnaire
Total scores were calculated for each scale, with items reverse-scored as appropriate.
On the ASMI participants could obtain a score between 25 and 125. On the ALD they 
could obtain a score between 20 and 140. Low scores on these measures reflect more 
negative attitudes towards people with mental illness or learning disabilities. Missing 
values on these measures were dealt with by substituting them with the participant’s 
mean scale score, as recommended by Tabachnick and Fidell (2001)2. The ASMI 
consists of 25 items and the ALD consists of 20 items. Mean substitution was used in 
cases with 3 or less missing values; cases with more than 3 missing values were 
excluded from the analysis.
Total scores on the MIPS and LDPS were between 8 and 50. Low scores on these 
measures reflect a more severely impaired prototype. On items 1 and 2 of the MIPS 
and the LDPS participants scored 1 point if they suggested the person lived 
independently (i.e. lived in their own home, lived in supported housing, lived on their 
own, lived with partner or with friends), participants scored 0 for all other responses. 
Items 3-10 were scored on a 6 point Likert scale. The MIPS and LDPS only consist of 
10 items therefore mean substitution of the participant’s scale score on items 3-10 was 
only used in cases with 1 missing value on these items; cases with more then 1 
missing value were excluded from further analysis. Mean substitution was not used 
for questions 1 and 2 as these questions were scored differently and consequently the 
scale mean would be higher than the score that could be obtained on these questions. 
Missing values on these questions were dealt with by excluding the case from further 
analysis.
2 All analyses were repeated using only complete cases, as suggested by Tabachnick and Fidell (2001). 
All results were the same for both mean substitution and using complete cases.
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3.2 Descriptive Statistics
Table 8 provides the total sample and group mean scores, standard deviations and 
ranges for each scale.
Table 8: Scale Total and Group Mean Scores, Standard Deviations and Ranges
Severe Group Unspecified Group
Mild Group
Total
Mean
(sd)
Range
Mean
(sd)
Range Mean
(sd)
Range Mean
(sd)
Range
MIPS
24.88
(7.19)
14-47 28.07
(8.77)
12-48 35.09
(7.19)
15-50 28.95
(9.46)
12-50
ASMI
91.67
(10.53)
67-118 93.91
(14.93)
47-115 101.49
(14.00)
68-123 95.50
(13.77)
47-123
LDPS 32.80
(9.29)
9-50 33.53
(10.03)
9-50 36.43
(9.91)
13-50 34.15
(9.79)
9-50
ALD 113.90
(14.84)
78-140 119.36
(12.62)
93-136 118.48
(14.94)
80-140 117.07
(14.34)
78-140
3.3 Reliability Analysis
Reliability analysis (Cronbach’s alpha) was completed for the MIPS (alpha= 84), the 
ASMI (alpha= .87), the LDPS (alpha= .88) and the ALD (alpha=.87). This found each 
scale to have good internal consistency (Kline, 1999).
3.4 Tests of Normality
Tests of normality found the scale scores within each group to be normally distributed 
(see appendix 7). As mentioned in Chapter 2 section 2.2, age was not normally 
distributed therefore logarithmic transformation was performed. The transformed age 
variable was found to be normally distributed (see appendix 7). Parametric analyses 
were therefore used to examine the hypotheses.
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3.5 Demographic Variables
Studies have found age (Segal et al., 2005) and gender (Schumacher et al., 2003) are 
associated with attitudes to mental illness. The relationship of these variables with 
attitudes and prototypes was therefore explored. Pearson’s test of correlation (2-tailed) 
found a significant relationship between the transformed age variable and the LDPS 
(see table 9). This relationship indicates that as people get older their learning 
disability prototypes become less impaired.
Table 9: Correlations between Transformed Age Variable and Scales
Correlation Coefficient (r)
MIPS- Age -.104 (n=179)
ASMI- Age -.104 (n=181)
LDPS-Age -.173 (n=180)*
ALD-Age .008(n=182)
(* p<.05)
An independent samples t-test found a significant difference across gender for mental 
illness prototypes (see table 10). This difference indicates that men provide mental 
illness prototypes that are significantly more impaired than women. A significant 
difference was also found across gender for attitudes to mental illness and learning 
disabilities. This difference suggests that men hold attitudes that are significantly more 
negative than women.
Table 10: Gender Differences across the Scales
Mean Scores (sd) Male
(n=88)
Female
(n=95)
t Df P value
MIPS
26.85 (7.99) 30.90 (10.29) -2.97 177 .004*
ASMI 92.86(14.52) 97.99(12.61) -2.54 179 .012*
LDPS 34.01 (10.04) 34.27 (9.61) -.176 178 .860
ALD 113.97(14.52) 119.98(13.77) -2.86 180 .005*
(* p<.05)
Although no significant differences in age and gender were found across the three 
groups, both age and gender were found to be related to prototypes and attitudes. Field 
(2005) recommends treating continuous variables that influence dependent variables 
as covariates therefore all analyses were repeated controlling for the effects of the
179
Volume 1 Research
transformed age variable. All results were found to be the same when the transformed 
age variable was controlled for (see appendix 8). Therefore, the results reported in 
chapter 3 are raw correlations not controlling for the effects of age and gender.
3.6 Prototype and Attitude Differences between Groups (Hypotheses 1,2 & 3)
A Multivariate Analysis of Variance (MANOVA) was conducted to examine the 
differences between groups across the scales. Field (2005) suggests that when there 
are several dependent variables a MANOVA is preferable to conducting several 
Analysis of Variance (ANOVA) tests. Tabachnick and Fidell (2001) suggest that this 
method works well with moderately correlated dependent variables. Pearson’s test of 
correlation found the dependent variables in this study to be moderately correlated 
(see table 11).
Tablell: Correlations between the Dependent Variables
MIPS ASMI LDPS
ASMI
.568 (n=177)**
LDPS .404 (n=177)** .289 (n=178)**
ALD .400 (n=T78)** .507 (n=180)** .434 (n=179)**
(**= Significant P<.001)
The MANOVA assumption that dependent variables are normally distributed within 
each group (multivariate normality, Field, 2005) was met (see appendix 7). 
MANOVA requires homogeneity of variance within each group on each dependent 
variable, and assumes that the correlation between any two dependent variables is the 
same in each group (homogeneity of covariance, Field, 2005). Levene’s test was used 
to assess homogeneity of variance. The results were non-significant on the ASMI 
(F(2,171)=2.59, p=.078), LDPS (F (2,171) = 347 p=.707) and ALD (F (2,171) =.705, 
p=.495), suggesting equal variances in groups. A significant result was found on the 
MIPS, indicating unequal variances in groups (F. (2,171), =3.52 p=<.05). However, 
when sample sizes are large, small differences in group variances can produce a 
significant Levene’s test (Field, 2005). Norusis (2000) states ‘MANOVA is robust 
against unequal variances if the sample sizes are roughly equal’, as is the case in this
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sample. Box’s test was used to assess the assumption of homogeneity of covariance. 
Results were non-significant (F (20) =1.478, P=.077), indicating that the data meets 
this assumption.
MANOVA found significant differences across groups on the dependent measures (F 
(8, 336) =6.52, P=.000 r|2=.13). Analysis of Variance (ANOVA) tests were used to 
examine the nature of these differences (see table 12). A significant difference was 
found between groups across mental illness prototypes, attitudes towards people with 
mental illness and attitudes toward people with learning disabilities. No significant 
differences were found across groups in relation to learning disability prototypes. 
Therefore, hypotheses 1 and 2 were not supported in relation to the learning disability 
label.
Table 12: Tests o f  Differences between Groups on the Scales
Mean
(sd)
Severe
Group
(n=65)
Unspecified
Group
(n=57)
Mild
Group
(n=52)
F-Value Df P value Eta
squared
(il2)
MIPS 24.88
(7.19)
28.07
(8.77)
35.09
(7.19)
20.44 2 .000** .19
ASMI 91.67
(10.53)
93.91
(14.93)
101.49
(14.00
12.56 2 .000** .13
LDPS 32.80
(9.29)
33.53
(10.03)
36.43
(9.91)
1.40 2 .249 .02
ALD 113.90
(14.84)
119.36
(12.62)
118.48
(14.94)
3.12 2 .047* .04
(* p<.05 ** p<.001)
Follow-up post hoc tests using bonferroni correction examined these differences more 
specifically (see table 13). Bonferroni Post hoc tests revealed that the mental illness 
prototypes of participants completing the severe questionnaire were significantly more 
impaired than the prototypes of participants completing the mild questionnaire. The 
findings also showed that the mental illness prototypes of participants completing the 
unspecified questionnaire were significantly more impaired than the prototypes of 
participants completing the mild questionnaire. No significant differences were found 
between the prototypes of participants completing the severe or unspecified severity 
questionnaire. This finding supports hypotheses 1 and 2 in relation to the mental 
illness label.
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Post hoc tests revealed that the attitudes towards mental illness in the severe group 
were significantly more negative than the attitudes of those participants in the mild 
group. The attitudes of participants in the unspecified group were also significantly 
more negative than the attitudes of those in the mild group. No significant differences 
were found between the attitudes of participants in the severe and unspecified groups. 
These findings support the predictions made in hypothesis 3 in relation to the mental 
illness label. Post hoc tests found no significant differences between groups in relation 
to attitudes towards people with learning disabilities. Therefore, although hypothesis 3 
was supported in relation to the mental illness label, it was not supported in relation to 
the learning disability label.
Tablel3: Post hoc Tests o f Group Differences on the Scales
Groups Compared MIPS ASMI ALD
P Value P Value P Value
Severe Mild .000** .000** .179
Mild Unspecified .000** .002* 1.00
Unspecified Severe .113 .600 .066
(* p<.05 ** p<.001)
3.7 The Relationship between Prototypes and Attitudes (Hypothesis 4)
The relationship between prototypes and attitudes was explored using Pearson’s test 
of correlation (2-tailed) (see table 14). An overall significant positive relationship was 
found between mental illness prototypes and attitudes. A significant positive 
relationship was also found between mental illness prototypes and attitudes within 
each group. An overall significant positive relationship was also found between 
learning disability prototypes and attitudes. This finding was also replicated within 
each group. These findings support hypothesis 4 and indicate that as perceived 
severity of prototype impairment increases participants’ attitudes become more 
negative.
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Table 14: Correlations between Attitudes and Prototypes
Group
AMI & MIPS ALD & LDPS
Correlation 
Coefficient (r) r2
Correlation 
Coefficient (r) r2
Severe .365 * (n=65) .13 .486**(n=67) .24
Mild .568** (n=53) .32 .393*(n= 55) .15
Unspecified .512** (n=59) .26 .400* (n=57) .16
All Groups .568**(n=177) .32 .434** (n=179) .19
(* p<.05 ** p<.001)
3.8 Additional Analyses
Hypotheses 1-3 were supported in relation to the mental illness label but not the 
learning disability label. To explore possible reasons for this, a two-tailed paired 
samples t-test was used to compare mental illness prototypes with learning disability 
prototypes (see table 15). An overall significant difference was found between mental 
illness prototypes and learning disability prototypes. Examination of mean prototype 
scores shows that participants’ mental illness prototypes were more impaired than 
their learning disability prototypes. A series of two-tailed paired samples t tests 
explored these differences across groups and found that mental illness prototypes were 
significantly more impaired than learning disability prototypes for the severe and 
unspecified groups.
Table 15: Total Sample and Group Differences between Mental Illness and Learning 
Disability Prototypes
Group MIPS 
Mean Score (sd)
LDPS 
Mean Score (sd)
t Df P
Value
Severe 
(n= 67)
24.88 (7.19) 32.80 (9.29) 6.598 66 .000**
Unspecified
(n=58)
28.07 (8.77) 33.53 (10.03) 3.776 57 .000**
Mild
(n=52)
35.09 (7.19) 36.43 (9.91) .469 51 .641
Total
(n=177)
28.95 (9.46) 34.15 (9.79) 6.63 176 .000**
(* p<.05 ** p<.001)
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3.9 Analysis of Additional Exploratory Question
3.9.1 Analysis ofParticivants ’ Responses
Participant responses to the additional knowledge question can be found in appendix 
9. As mentioned in chapter 2 section 2.4.1, it was not possible to develop a scoring 
system for this question due to inconsistencies in clinicians’ responses therefore 
participants’ responses were analysed in a number of different ways.
A series of chi-square analyses were used to examine differences across groups in 
participants’ responses (see table 16). On the mental illness vignette significant 
differences were found across groups for eight of the conditions. Since there were no 
significant differences in the remaining ten conditions, these have been omitted from 
the table. The findings revealed that the cerebral palsy, brain damage, Alzheimer’s 
disease and schizophrenia conditions were specified more frequently in the severe 
group than the unspecified and mild group, and more frequently in the unspecified 
group than the mild group. The anxiety, stress and epilepsy conditions were the 
reverse to this, and were specified more frequently in the mild group. Manic 
depression was specified more frequently in the unspecified group, followed by the 
severe group, and then the mild group.
Further chi-square analyses were conducted to explore these differences in more detail 
(see table 17). This analysis revealed significant differences between the conditions 
specified by the severe and mild group for all of the conditions. It also found 
significant differences between the conditions specified by the mild and unspecified 
groups for six of the conditions. No significant differences were found between the 
severe and unspecified groups for seven of the conditions. This further indicates that 
prototypes of the mental illness label are more similar to people with severe 
impairments or conditions than people with milder impairments or conditions.
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Chi-square tests were also used to explore differences across groups in the conditions 
specified for the learning disability vignette. The results were non-significant for all 
eighteen conditions, suggesting participant responses did not differ according to 
whether the case vignette depicted a severe, mild or unspecified learning disability.
A one way ANOVA found no significant differences in the total number of conditions 
specified across the groups for the mental illness vignette (F (2,175)=.630, p =.534)) 
and the learning disability vignette (F (2,173) = 675, p = .511).
Table 16: Conditions Specified for Mental Illness Visnette across Groups
Condition- 
Frequency (%)
Severe
Group
(n=64)
Mild
Group
(n=54)
Unspecified
Group
(n=59)
t Df P
Value
Anxiety 
- Yes 
No
29 (45) 
36 (55)
43 (80) 
11 (20)
36(61) 
23 (39)
15.160 2 .001**
Cerebral Palsy
- Yes
- No
16(25) 
49 (75)
2(4) 
53 (96)
9(15) 
50 (85)
10.024 2 .007*
Manic Depression 
Yes 
- No
34 (52) 
31 (48)
9(17) 
45 (83)
32 (54) 
27 (46)
20.669 2 .000**
Stress
Yes 
- No
18(28) 
47 (72)
34 (63) 
20 (37)
21 (36) 
28 (64)
14.943 2 .001**
Brain Damage 
Yes 
- No
34 (52) 
31 (48)
12(22) 
42 (78)
18(30) 
41 (70)
12.731 2 .002*
Alzheimer’s Disease 
Yes 
- No
25 (38) 
40 (62)
5(9) 
48 (91)
14 (24) 
45 (76)
13.230 2 .001**
Epilepsy
Yes 
- No
5(8) 
60 (92)
13 (24) 
41 (76)
8(14)
51(86)
6.424 2 .000**
Schizophrenia 
Yes 
- No
42 (65) 
23 (35)
17(31)
37(69)
37(63) 
22 (37)
15.771 2 .000**
(* p<.05 ** p<.001)
185
Volume 1 Research
Table 11: Group Differences in Conditions Specified for Mental Illness Vignette
Condition Groups Compared t Df P Value
Anxiety Severe Mild 15.133 1 .000**
Severe Unspecified 3.336 1 .068
Mild Unspecified 4.643 1 .031*
Cerebral Palsy Severe Mild 10.284 1 .001**
Severe Unspecified 1.684 1 .194
Mild Unspecified 4.407 1 .036*
Manic Depression Severe Mild 16.236 1 .000**
Severe Unspecified .046 1 .830
Mild Unspecified 17.215 1 .000**
Stress Severe Mild 14.914 1 .000**
Severe Unspecified 2.855 1 .091
Mild Unspecified 4.173 1 .041*
Brain Damage Severe Mild 11.259 1 .001**
Severe Unspecified 6.036 1 .014*
Mild Unspecified .993 1 .319
Alzheimer’s Disease Severe Mild 12.974 1 .000**
Severe Unspecified 3.114 1 .078
Mild Unspecified 4.050 1 .044*
Epilepsy Severe Mild 6.166 1 .013*
Severe Unspecified 1.134 .287
Mild Unspecified 2.060 1 .151
Schizophrenia Severe Mild 12.954 1 .000**
Severe Unspecified .048 1 .826
Mild Unspecified 11.021 1 .001**
(* p<.05 ** p<.001)
3.9.2 Differences between Clinicians ’ and Participants ’ Understandings
The conditions specified for the unspecified vignette were compared across 
participants and clinicians using chi-square analyses (see table 18). Significant 
differences were found between participants and clinicians on eleven of the mental 
illness vignette conditions however, four conditions were excluded from the analysis 
as 25% of the expected frequencies were less than five. The anxiety, agoraphobia, 
manic depression, anorexia nervosa and schizophrenia conditions were specified more 
frequently by clinicians than participants. This was reversed for the brain damage and 
autism conditions
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This procedure was repeated for the learning disability vignette (see table 19). 
Significant differences were found between participants’ and clinicians’ responses on 
six of the conditions however, two conditions were excluded from the analysis as 25% 
of the expected frequencies were less than five. Down’s syndrome, developmental 
delay and autism were specified more frequently by clinicians than participants, this 
was reversed for the for the ADHD condition.
Table 18: Conditions Specified by Particivants and Clinicians for the Mental Illness 
Vignette: Frequencies (Percentages)
Condition- 
Frequency (%)
Participants 
(n = 59)
Clinicians
(n=23)
t Df P Value
Anxiety
- Yes
- No
36(61) 
23 (39)
22 (96) 
1(4)
9.589 1 .002*
Agoraphobia
- Yes
- No
20 (34) 
39 (66)
22 (96) 
1(4)
25.259 1 .000**
Manic Depression 
Yes 
- No
32 (54) 
27 (46)
22 (96) 
1(4)
12.623 1 .000**
Brain Damage
- Yes
- No
18(30) 
41 (70)
1(4) 
22 (96)
6.362 1 .012*
Anorexia Nervosa
- Yes
- No
13 (22) 
46 (78)
20 (87) 
3(13)
29.005 1 .000**
Autism
- Yes
- No
19 (32) 
40 (68)
1(4) 
22 (96)
6.963 1 .008*
Schizophrenia
- Yes
- No
37 (63) 
22 (37)
23 (100) 
0(0)
11.721 1 .001**
(* p<.05 ** p<.001)
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Table 19: Conditions Specified by Participants and Clinicians for the Learning 
Disability Visnette: Frequencies (Percentages)
Condition- 
Frequency (%)
Participants 
(n= 59)
Clinicians
(n=23)
t Df P Value
Down’s Syndrome 
Yes 
- No
20 (36) 
36 (64)
22 (96) 
1(4)
23.523 1 .000**
Autism
- Yes
- No
29 (52) 
27 (48)
19(83)
4(17)
6.497 1 .011*
Developmental Delay 
Yes 
- No
34(61) 
22 (39)
22 (96) 
1(4)
9.643 1 .002*
ADHD
- Yes
- No
37 (66) 
19 (34)
3(13) 
20 (87)
18.341 1 .000**
(* p<.05 ** p<.001)
The total number of conditions specified was examined across participants and 
clinicians using t-tests. On the mental illness vignette no significant difference was 
found between the number of conditions specified by the participants and clinicians 
(see table 19). On the learning disability vignette a significant difference was found 
between the number of conditions specified by participants and clinicians, this 
difference indicates that clinicians specified more conditions than participants.
Table 20: Total Number o f Conditions Specified by Participants and Clinicians for the 
Unspecified Visnettes
Mean 
(Standard Deviation)
Participants Clinicians t Df P
Value
Mean number of conditions 
specified for mental illness 
vignette
5.58 (3.26) 7.13(10.22) -1.53 199 .128
Mean number of conditions 
specified for learning disability 
vignette
3.90 (2.42) 10.87
(28.15)
-3.25 197 .001**
(* p<.05 ** p<.001)
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4. DISCUSSION
4.1 Overview
The purpose of this study was to assess whether people generate prototypes of group 
labels representative of people in the group with more severe conditions or 
impairments. The study also assessed whether there is a relationship between people’s 
prototypes of group labels and their attitude towards the group. This study explored 
these aims in relation to the labels of mental illness and learning disability. The results 
of this study are reviewed in relation to the proposed hypotheses (see chapter 1, 
section 1.13), and interpretations of the findings are considered in light of the results 
and existing literature. The theoretical and clinical implications of the study are 
discussed, and an evaluation and critique of this research is offered. Finally, areas for 
further research are recommended prior to conclusions being drawn.
4.2 Examination of Findings
The results of the study supported hypotheses 1 and 2 in relation to the group label of 
mental illness. They showed that participants who completed the severe or unspecified 
questionnaire had more severely impaired mental illness prototypes than participants 
who completed the mild questionnaire. However, they showed no differences between 
participants who completed the severe or unspecified questionnaire. This finding 
suggests that participant’s mental illness prototypes are representative of people with 
more severe conditions or impairments in that group. Hypotheses 1 and 2 were not 
supported in relation to the learning disability label and participants’ prototypes did 
not differ according to whether they completed the severe, unspecified or mild 
questionnaire. Additional analyses found participant’s mental illness prototypes were 
significantly more impaired than their learning disability prototypes for the 
unspecified and severe groups.
Hypothesis 3 was also supported for the mental illness label but not for the learning 
disability label. The findings showed that participants completing the severe or
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unspecified questionnaire had more negative attitudes to people with mental illness 
than those completing the mild questionnaire. There was no difference in attitudes 
between those completing the severe or unspecified questionnaire. This indicates that 
attitudes towards the group label mental illness are representative of attitudes towards 
more severely impaired group members, and are not representative of attitudes 
towards people with milder impairments. This finding was not replicated in relation to 
the learning disability label and there were no significant differences in attitudes 
between participants who completed the severe, mild or unspecified questionnaires.
As predicted in hypothesis 4, a correlational relationship was found between 
prototypes and attitudes for both the mental illness group label and the learning 
disability group label, in that as perceived severity of prototype impairment increased, 
participants’ attitudes became increasingly negative.
Analyses of the additional knowledge question revealed significant differences across 
groups for eight of the conditions specified for the mental illness vignette. These 
differences were found between the severe and mild groups and the unspecified and 
mild groups but were not found between the severe and unspecified groups. No 
differences were found across groups in the conditions specified for the learning 
disability vignette. Significant differences between the conditions specified by 
clinicians and participants for the mental illness unspecified vignette and the learning 
disability unspecified vignette were also found.
4.3 Interpretations of Findings
A striking and interesting finding is that hypotheses 1, 2 and 3 were supported for the 
mental illness label but not for the learning disability label. There may be a number of 
possible explanations for this finding, and each of these will be considered in turn in 
relation to further exploratory analyses conducted in the study, and in light of existing 
research findings.
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Additional analyses of the data revealed that unspecified and severe mental illness 
prototypes were significantly more impaired than unspecified and severe learning 
disability prototypes however no differences were found between mild mental illness 
and mild learning disability prototypes. From examining the domains measured by the 
prototype questionnaires (i.e. socialising/relationships, communication, independence, 
community living, leisure, self-care/domestic activities), it may be expected that 
people with mental illness would display higher functioning across these domains than 
people with learning disabilities, which has certainly been the case during the 
researcher’s clinical experience with these client groups. One possible explanation for 
this finding may be that people have more negative attitudes towards people with 
mental illness than learning disabilities. As attitudes towards mental illness and 
attitudes towards learning disabilities were measured using different scales, it was not 
possible to compare these attitudes in order to clarify this issue. However, the findings 
in relation to hypothesis 4 support this suggestion, which indicated that as perceived 
severity of prototype impairment increases, participants’ attitudes become 
increasingly negative. Therefore, as mental illness prototypes were found to be more 
severe than learning disability prototypes, it may be that people hold more negative 
attitudes towards this group.
There is a limited amount of research comparing attitudes towards people with mental 
illness and people with learning disabilities. As previously mentioned, Tringo (1970) 
explored people’s attitudes towards 21 impairment groups using a nine-point social 
distancing scale from ’would marry’ to ‘would put to death’. A hierarchy of 
impairment was found to exist with alcoholism, mental retardation and mental illness 
being the ‘least preferred’ impairments. Studies that have compared mental illness 
with other conditions such as physical disabilities, blindness or paraplegia show that 
people hold more negative attitudes to people with mental illness than these other 
conditions (Weiner et al., 1988; Socall & Holtgraves, 1992). Attitudes towards mental 
illness have been shown to be similar to attitudes towards drug addiction, prostitution 
and criminality (Albrecht et al., 1982; Skinner et al., 1995). Caruso and Hodapp 
(1988) compared perceptions of mental retardation with perceptions of mental illness. 
They found that mental retardation was characterised by physical stigmata, brain 
damage, developmental delays and cognitive deficits whereas, the most salient
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characteristics of mental illness were lability of affect and behaviour due to 
environmental, hereditary or mixed factors. Weiner et al., (1988) found that unlike 
physical disabilities, people with mental illness are perceived to be in control of their 
illness and responsible for causing it, consequently research shows that people are less 
likely to pity people with mental illness. However, research on attitudes towards 
people with learning disabilities has repeatedly shown that people feel pity towards 
this group (Eayrs & Ellis, 1990; Prelinger, 1968; Sinson & Stainton, 1990). Therefore, 
this may lead people to have more negative attitudes towards people with mental 
illness than people with learning disabilities. Further support for this comes from 
research demonstrating that people with mental illness are viewed as dangerous 
(Greenland, 1971; Corrigan and Penn, 1999) a stark contrast with people’s views of 
people with learning disabilities as being helpless and incompetent (Guskin, 1963). 
Whilst further research is required to explore this issue in more detail, existing 
research indicates that people may have more negative attitudes to people with mental 
illness than people with learning disabilities.
The possibility that attitudes towards mental illness are more negative than attitudes to 
learning disability may provide an explanation for why people generate severe 
prototypes for the label mental illness but not for the learning disability label. Existing 
research has shown that the severity of a person’s condition is related to people’s 
attitude towards them (Currie & Aubry, 1995; Farina et al., 1978; Kirk, 1974). The 
direction of this relationship is unknown but is likely to be reciprocal. Therefore, the 
term mental illness may evoke negative attitudes associated with perceptions of a 
severe illness, or perceptions of a severe illness may evoke negative attitudes. So if 
attitudes towards people with learning disabilities are less negative, and learning 
disability prototypes are less impaired, then this may explain why a severe prototype 
of this group is not generated.
A further explanation for the result supporting hypotheses 1, 2 and 3 comes from 
analyses of the additional exploratory question. When comparing the conditions 
associated with mental illness across the three groups, differences were found across 
groups on eight of the conditions. However, no differences were found across groups 
in the conditions associated with learning disabilities. This suggests that there is more
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distinction in terms of types of disorder or symptoms for participants between the 
severe, mild and unspecified mental illness categories than the mild, severe and 
unspecified learning disability categories. This may provide an explanation of this 
study’s findings, as people do not distinguish mild, severe and unspecified conditions 
as separate from one another within the spectrum of learning disabilities. 
Contrastingly, people’s perceptions of the severe, mild and unspecified mental illness 
groups were different, which may explain why their mental illness prototypes and 
attitudes were found to be different. This is an interesting finding, as clinicians often 
use mild, moderate or severe as diagnostic categories but participants in this study did 
not appear to make this distinction, or classify people with learning disabilities in this 
way. They did distinguish people with mental illness according to the severity of their 
illness.
Another possible reason for people generating severely impaired prototypes for the 
mental illness label but not the learning disability lies with participants’ understanding 
of the term learning disability. It may be that people associate the term learning 
disability with learning difficulties in schools, as opposed to associating this term with 
the DSM-IV (America Psychiatric Association, 1994) and ICD-10 (World Health 
Organisation, 1992) definition, which is based on IQ and deficits in functioning. The 
findings from the additional knowledge question support this. When examining the 
conditions that participants associated with learning disabilities it is apparent that 56% 
of the severe group, 59% of the mild group and 64% of the unspecified group 
specified dyslexia as a condition that a person with a learning disability may have, and 
44% of the severe group, 39% of the mild group and 66% of the unspecified group 
specified ADHD as a condition they may have. The fact that a high proportion of 
participants specified conditions such dyslexia and ADHD to be associated with 
learning disabilities suggests that their understanding of this term is based on school 
problems. The term learning difficulties is frequently used in schools to refer to 
children with special needs and it may be that people’s prototypes of the label learning 
disability are based on this group of people. This may explain why participants did not 
generate severely impaired prototypes for this group as they were not necessarily 
basing their prototypes on people with learning disabilities who have a low IQ and 
deficits in functioning. Interestingly, when examining the conditions that clinicians
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associated with the term learning disability, 52% of clinicians specified dyslexia and 
13% specified ADHD, this suggests that clinicians may also conceptualise the term 
learning disability in a broad sense rather than considering it in relation to DSM-IV or 
ICD-10 criteria.
4.4 Theoretical Implications
This study has demonstrated that people’s prototypes of mental illness are 
representative of a person who is severely impaired or has a severe mental illness, 
supporting Rosch’s (1978) notion of categorisation and prototypes.
The findings from this study support Rosch’s (1978) notion of prototypes by 
demonstrating that mental illness prototypes serve to maximise group differences. The 
study revealed that people’s prototypes of the label mental illness are representative of 
people who are severely impaired, or have a severe mental illness, but are not 
representative of people who are mildly impaired or have a mild mental illness. This 
finding supports the existing social psychology literature discussed in chapter 1 
section 1.9., demonstrating that the process of categorisation maximises perceived 
intercategory differences, as for the label mental illness people judge those with a 
more severe impairment to be more prototypical of the group as a whole. Participants’ 
prototypes of people with more severely impaired mental illness are the clearest cases 
for group membership and are likely to be perceived as the most different to the 
participants themselves. This demonstrates the effect of prototypes in accentuating 
and exaggerating perceptions of an individual as being prototypical of their group 
(Hogg, 1996) which leads to groups becoming maximally distinct.
The above findings may have major implications for research on attitudes towards 
people with mental illness. There has been a substantial amount of research conducted 
in this area, generally focused on assessing people's attitudes towards people labelled 
as mentally ill. This body of research has concluded that people hold negative 
attitudes towards people labelled as having a mental illness (Corrigan & Penn, 1999). 
However, studies measuring people's attitudes to the label mental illness are likely to
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be measuring people's attitudes toward people with severe mental illness rather than 
their attitudes toward people with mental illness as a whole group. This study suggests 
that people define the label mental illness in terms of their prototypes which are 
representative of severe conditions and impairments, indicating that attitudes to the 
label mild mental illness are less negative than attitudes to the labels severe mental 
illness and mental illness. Therefore, it may be that the nature of mental illness 
attitude research means that people's attitudes towards mental illness are exaggerated 
and judged as more negative than they may actually be. This is a very interesting 
possibility, suggesting research is required in order to explore this proposal further.
4.5 Clinical Implications
This study impacts on clinical practice at a number of levels. From a broader 
perspective it supplements current understanding regarding the causes of stigma, 
which may subsequently influence developments and practices aimed at reducing 
stigma. At a service level it may have implications for engaging clients with mental 
health services and may influence services’ management and awareness of stigma. It 
may also facilitate the practice of individual clinicians in addressing the issue of 
stigma in the therapeutic relationship. Finally, it may impact on clients themselves in 
terms of self-stigma and ways of managing and coping with their illness. Each of 
these clinical implications will be discussed in turn.
4.5.1 Implications for Understanding and Reducing Stizma
One implication of the finding that people use prototypes to define group labels is that 
prototypes lead people to draw inferences about the group as a whole and features of 
the group not associated with the prototype may be ignored (Rothbart & Lewis, 1988). 
Research shows that people seek out or selectively attend to information about 
minority groups that confirms their existing beliefs about these groups (Bodenhausen 
& Wyer, 1985; Pendry & Macrae, 1994; Skov & Sherman, 1986). Research also 
shows that people may ignore evidence that might disconfirm their beliefs (Wells, 
1997). This may explain why labels such as mental illness are stigmatised. As
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discussed in chapter 1 section 1.11.2, severity of illness is a predictor of attitudes 
towards and acceptance of people with mental illness (Currie and Aubry, 1995; Farina 
et al., 1978; Kirk, 1974). This study found that as perceived severity of impairment 
increases, people’s attitudes become increasingly negative, so if people judge all 
individuals with mental illness according to their prototype, i.e. as having a severe 
impairment, then this is likely to make their attitude towards this group more negative.
This increased understanding of the possible causes of stigma may aide strategies, 
practices and campaigns aimed at changing negative attitudes. Wahl (1995) states that 
during the past two decades there have been numerous public education efforts aimed 
at reducing stigma. Link and Phelan (1999) suggest that although a lot of these 
attempts have not been formally evaluated, there is evidence that people’s attitudes are 
becoming increasingly more stigmatising over time (Phelan et al, 2000), suggesting 
that these interventions have been unsuccessful. However, studies by Penn et al 
(1994) suggest that people’s attitudes can be changed through public education but 
emphasise the importance of choosing and conveying specific types of information. 
The possibility that people’s prototypes of labels such as mental illness may explain 
the development and continuation of stigma may inform campaigners on the type of 
information that should be conveyed through public education. The findings from this 
study suggest that there is a need for public education and campaigns to emphasise the 
diversity of people who may be labelled as having a mental illness. Research, 
campaigns and practices aimed at reducing stigma frequently focus on people with 
severe mental illness such as psychosis. Research shows that people who think of 
mental illness in terms of psychosis are more likely to associate it with dangerousness 
(Markowitz, 2005) and may want greater social distance from people with mental 
illness. Therefore, the findings from this study would suggest that campaigns 
educating people on the spectrum of conditions that may come under the umbrella of 
mental illness, and their varying severity, may be effective. This study demonstrated 
that people currently lack a thorough understanding of the conditions associated with 
mental illness. For example over 20% of people in each group associated 
developmental delay with mental illness and over 24% of people in the severe group 
associated cerebral palsy with mental illness. These findings emphasise the direction 
that future campaigns to reduce stigma should move in. This suggestion is supported
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by a wealth of research indicating that people who have a better understanding of 
mental illness are less likely to endorse stigma (Brockington et al., 1993; Link et al., 
1987; Roman & Floyd, 1981).
Although hypotheses 1-3 were not supported in relation to the learning disability, 
interesting findings did emerge from the additional knowledge question. These 
findings suggest that people conceptualise the term learning disability in a broad way 
as opposed to viewing it in terms of what was previously referred to as ‘mental 
handicap’ or what is referred to in the USA as ‘mental retardation’, despite this being 
made clear in the instructions. This may have a number of implications for 
understanding and reducing stigma. Campaigns aimed at reducing stigma experienced 
by people with learning disabilities need to be aware that people’s understanding of 
this term varies and therefore, people’s attitudes to this group may vary according to 
their understanding. People’s knowledge of what it means to be diagnosed with a 
learning disability may be inaccurate and campaigns aimed at reducing stigma may 
need to focus on enhancing people’s knowledge of this group. Research on other 
stigmatised groups has demonstrated that having a better understanding or knowledge 
of a group is associated with less stigmatising attitudes (Brockington et al, 1993). 
Therefore, it may be beneficial for campaigners to focus on increasing people’s 
understanding of the term learning disability.
4.5.2 Implications for Services
The findings of this study may contribute to services’ understanding of low self- 
referral rates to mental health services, and their understanding of why people with 
mental illness do not always seek treatment, or disengage from treatment or services 
(Corrigan and Kleinlein, 2005). Wills (1983) reports that a significant number of 
people with mental illness are in need of psychological help but choose not to seek it. 
It may be that people associate mental health services with their prototype of mental 
illness, and therefore the prospect of having a mental illness may lead to particular 
negative connotations for them. This study suggests that people have a limited and 
unclear understanding of the term mental illness and its associated conditions and that 
people define mental illness in terms of their prototype which is representative of 
people with a severe mental illness or who are severely impaired. This finding may
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explain why people may be reluctant to engage with mental health services. Firstly, 
people may be anxious and scared by the symptoms they are experiencing, and when 
they are referred to mental health services they may view this as indicative that they 
have a severe mental illness that will severely impair their functioning. From personal 
experience as a Trainee Clinical Psychologist, people referred to mental health 
services frequently ask the question ‘Am I going mad?’, indicating that they may be 
viewing all people with mental illness in terms of a group prototype of a severe mental 
illness or severely impaired functioning. Secondly, people's reluctance to engage with 
services could be understood in terms of their perception of what other people will 
think of them. They may feel that being involved with mental health services will lead 
other people to view them as having a severe mental illness or being severely 
impaired. The impact of this is highlighted in the researcher’s clinical experience. For 
example, when people have sought help from their GP for depression or anxiety, they 
have subsequently not consented to be referred to a community mental health team, as 
this will mean that a mental health file will be opened on them. People do not agree to 
the referral, as they are often concerned about how their employers, friends or families 
will view them. Similarly, people have reported that they do not wish to be referred to 
mental health services, as they are concerned that they may be seen by other people 
when they are going in the building, or whilst in the waiting room. Finally, people 
may not engage in mental health services as their prototype may lead them to 
conceptualise these services as being for people with severe mental illness, and they 
may assume that their symptoms are not severe enough to warrant use of these 
services.
The findings from this study would suggest that services need to work towards 
portraying accurately the diversity of the difficulties experienced by the people they 
work with. It may be that people's prototypes lead them to perceive mental health 
services as only working with people with severe mental illness. This study found 
schizophrenia to be the condition most frequently associated with severe mental 
illness and therefore perhaps people with anxiety or depression would not view 
themselves as having a severe mental illness, so therefore would consider mental 
health services as not appropriate for them. It may be that services need to provide 
information leaflets for clients that provide a broad understanding of the term mental
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illness and emphasise the diversity of the client group that the service supports. At 
present community mental health services commonly ask clients to sign a consent 
form at the time of referral or at an initial assessment, which asks clients to consent to 
a mental health service file being opened, and also asks them to consent to 
information being shared within the service's team. The findings from this study 
provide an understanding of why clients may be reluctant to sign this form and engage 
with services. Perhaps if a leaflet about the service was routinely given to clients prior 
to this, it may impact on client’s engagement with services as they would have a more 
accurate representation of the service rather than defining the service according to 
their prototype of mental illness.
4.5.3 Implications for Psychologists and Other Clinicians
The study’s findings may have particular implications for clinical diagnosis. If 
categories and labels such as mental illness are defined by prototypes, then when 
clients receive a diagnosis they may be focusing their conception of their diagnosis on 
their prototype. The Social Exclusion Unit (2004) reported that people with mental 
illness found being informed of their diagnosis a particularly distressing experience 
and one possible reason for this may be people's conceptualisation of their diagnosis. 
This study indicates that people's use of mental illness prototypes leads them to 
consider the severest cases as representative of groups as a whole. Therefore, 
receiving a diagnosis may be particularly distressing for clients due to their 
conceptualisation of their diagnosis representing the 'worst case scenario' of their 
condition. Clinicians need to be aware that a client's own representations of conditions 
are likely to be inaccurate and exaggerated, and should take a curious approach to 
exploring a client’s understanding of their condition, its severity, likely levels of 
impairment and most importantly the meaning it has for the client. This will then 
provide clinicians with an opportunity to gain an understanding of the meaning the 
diagnosis has for the client and to correct any misconceptions they have about their 
diagnosis.
Raising this issue may also provide the opportunity for clients to discuss concerns 
they have in relation to stigma or experiences they have had of being stigmatised. It
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may be useful for clinicians to discuss with clients whether they plan to share their 
diagnosis with friends, family or colleagues. Clinicians can then assist them with 
telling people about their condition. Having these discussions may lessen the burden 
of these issues and encourage people to share their diagnosis with others as opposed to 
engaging in coping mechanisms such as hiding their diagnosis which may be 
detrimental. Discussing these issues may also aide the therapeutic relationship, as it is 
likely that these issues are at the forefront of the client's mind and by the clinician 
raising them they are validating the person’s feelings, and demonstrating their 
understanding and empathy.
This study’s findings may also have implications for the clinical diagnosis of learning 
disabilities. Nursey et al, (1990) highlight the importance of language choice when 
communicating with parents or the client when diagnosing a person with a learning 
disability. This study’s findings also emphasise the importance of this. Although the 
term learning disability is currently used in the UK, this study has found that people 
may not necessarily understand this term to mean ‘mental handicap’ but may 
associate it with school difficulties such as dyslexia. The implications of this is that 
when receiving a diagnosis the client or parents may be unclear about the client’s 
difficulties. Nursey et al, (1990) suggests that this leads to them being unable to begin 
to accept the real implications of the diagnosis. Svarstad and Lipton (1970) found 
effective communication at time of diagnosis was associated with the welfare of the 
parents and children in the long-term. Their study found that parents who experienced 
specific, clear and frank communication were significantly more likely to accept their 
child’s diagnosis. However, their study found that the term ‘mental handicap’ was 
explained in less than one third of cases. This study emphasises the importance of 
clinicians’ communication at time of diagnosis. It is evident that clinicians need to 
discuss people’s understanding of the term learning disability to ensure that it reflects 
an accurate representation of the client’s difficulties.
4.5.4 Implications for Clients
The findings from this study may also have a number of implications for clients with 
mental illness. As discussed in chapter 1 section 1.3, research indicates that people
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endorse societal beliefs about mental illness, and upon diagnosis these ideas become 
self-relevant. Although this study does not directly show that prototypes become self­
relevant to the individual when they are diagnosed with a mental illness, it does show 
a relationship to exist between prototypes and attitudes, and as research shows that it 
is attitudes and societal conceptions that become self-relevant upon diagnosis, this 
would suggest that prototypes also become self-relevant (Link et al., 1989).
This may have two subsequent consequences. Firstly, existing research indicates that 
beliefs held by people with mental illness can produce a self-fulfilling prophecy 
(Biemat & Dovido, 2000). This process can occur in different ways, either the person 
inadvertently acts in ways to confirm their own beliefs, or other people’s expectations 
of them elicits them to behave in ways in line with these expectations (Miller & 
Myers, 1998). Ottati et a l (2005) report that when perceivers have an expectation 
about a target, they are likely to act in ways that elicit the expected behaviour. They 
give the example of a caregiver who believes a person with a serious mental illness to 
be incapable and therefore, communicates a sense of incompetence to the person. The 
person then allows the caregiver to undertake basic tasks and the person with a mental 
illness lacks a sense of achievement, which is then confirmatory evidence that they are 
incapable and the caregiver was right. Therefore, in relation to prototypes it may be 
that people’s mental illness prototypes become self-relevant and inadvertently lead 
them to behave in ways in accordance with a person with a severe condition or 
impairment. It could also be the case that other people’s behaviour towards them is in 
accordance with a prototype of them having a severe condition or impairment which 
may lead them to behave in a way that is consistent with this diagnosis.
A second consequence of prototypes becoming self-relevant is the effect that this may 
have on a person’s self-concept, and subsequently the recovery process. By endorsing 
society’s and their own mental illness prototypes, people may perceive themselves as 
being severely impaired. This is likely to have a significant affect on their self-esteem 
and self-efficacy (Markowitz, 2005). Research indicates that low self-esteem is an 
increased stress for people with mental illness, and leads them to be at greater risk of 
continued symptoms (Pearlin et al., 1981; Turner, 1981). Research also shows that 
low self-esteem is related to coping responses, and may lead people to engage in
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secrecy or withdrawal. Both these coping responses have been shown to exacerbate 
people’s symptoms and illness (Markowitz, 2005). Therefore, the process of 
prototypes becoming self-relevant to the individual may impact upon the individual’s 
view of themselves which has been shown to impact upon their symptoms and 
recovery from their illness. This further illustrates how mental illness prototypes may 
serve to be self-fulfilling for the client.
4.6 Methodological Limitations
The order of the scales was kept consistent throughout the questionnaire, and it may 
be that completing the scales on mental illness prior to the scales on learning 
disabilities influenced the findings. It is difficult to anticipate how this would have 
affected the findings but one possibility is that people may have checked themselves 
during completion of the questionnaire and this process may have led them to give 
socially desirable responses on the learning disability scales. The results may have 
been further influenced by the gender of the case vignettes, as the mental illness 
vignette depicted a male and the learning disability vignette depicted a female. 
However, it is difficult to understand how this influenced the different results found in 
relation to mental illness and learning disabilities. An improvement would have been 
to reverse the order of the scales for half of the questionnaires, and to reverse the case 
vignette’s gender for half of the questionnaires.
A further limitation of the study is that the ASMI and ALD scales could not be 
compared to explore differences between attitudes. It would have been useful to use 
the same scale to measure attitudes, but when investigating existing measures the 
researcher found no scales applicable to both of these groups. Using the same scale 
may have shed further light on the differences found between mental illness and 
learning disability prototypes but as this was not viable, interpretations of these 
differences remain speculative.
No measurements assessing people's prototypes of groups exist and therefore a new 
scale was developed. This scale demonstrated high internal reliability and was
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relatively well received by participants. The pilot feedback was that participants 
wanted more information about the case vignette. However, the aim was to measure 
prototypes in relation to a specific label, and so providing more information may have 
biased people’s prototypes. A decision was made to keep the vignettes deliberately 
brief, and interestingly participants still responded and expressed their views. In some 
ways this may reflect everyday life whereby people may make judgements about 
people labelled as mentally ill or learning disabled without knowing much information 
about them as a person or their background.
Media portrayal or meeting a person with a mental illness or learning disability face to 
face often provides some indication of the person's age. In the vignettes participants 
were not provided with information about the person’s age. This may have influenced 
participants’ responses to questions such as 'Where do you think Harry/Sarah is most 
likely to live?' An option would have been to specify that the case was a child or adult, 
as this may affect people's responses particularly as the questions related to 
functioning and daily living skills. A further option may have been to ask participants 
the person’s age. This would have explored whether people's prototypes of these 
labels depict people with mental illness and learning disabilities as being a certain age. 
This may have been interesting given that people with mental illness and learning 
disabilities are often portrayed as 'child-like'.
An additional question aiming to measure knowledge was included in the 
questionnaire. When this question was piloted on clinicians, there was no clear 
consensus on which conditions a person with a severe, mild or unspecified mental 
illness or learning disability may have. This meant that it was not possible to score this 
question, which was disappointing as participant’s knowledge could not be compared 
with their attitudes or prototypes. Given that research has sometimes found a 
relationship between attitudes and knowledge (Penn et al, 1994) it would have been 
valuable to have explored the relationship between prototypes, attitudes and 
knowledge. Upon reflection, a separate knowledge scale could have been included. 
However, despite the additional question not serving its anticipated purpose it was 
valuable in providing useful information that facilitated understandings of 
participants’ responses and the study's findings.
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This study aimed to use a diverse sample from the general adult population. It 
endeavoured to achieve this by recruiting participants from a varied range of places of 
employment. Although participants’ backgrounds and educational attainment were not 
measured, it is likely that the sample reflected a range of backgrounds and educational 
achievements given the genres of the participating businesses (see appendix 1). It is 
evident that some of the participants could be classified as skilled or unskilled manual 
workers i.e. builders, plumbers, electricians, and gardeners whereas others were could 
be classified as professionals i.e. teachers, finance consultants and engineers 
(O’Donnell, 1992), this suggests that the sample may reflect differing social economic 
statuses. The study's sample also reflected a broad age range (15 to 84 years) and an 
equal balance of males and females.
A limitation was that an overwhelming majority of the participants classified their 
ethnicity as white British (92%), which does not reflect the ethnic make up of the UK 
population where 87% are white British (Commission for Racial Equality, 2001). 
Research has found that attitudes towards mental illness differ across ethnic groups 
(Hall & Tucker, 1985). Therefore, caution should be taken when interpreting the 
study’s findings as they may reflect white British prototypes and attitudes but may not 
be representative of other ethnic groups.
This study demonstrated a relationship between attitudes and prototypes but it did not 
explore the relationship between people’s attitudes and their behaviour. Research on 
the relationship between verbal or written expressed attitudes and overt behaviour is 
inconsistent (Antonak & Livneh, 2000). Therefore, it is perhaps an assumption to 
suggest that people's negative attitudes will impact upon their behaviour. Although 
there is some evidence in support of a relationship between attitudes and behaviour, 
further research is required to explore this further and to examine the exact nature of 
this relationship (Antonak and Livneh, 2000). Research is also required to investigate 
whether there is a direct relationship between prototypes and behaviour.
Direct measures were used to assess participants’ attitudes. This is the most widely 
used method for attitude measurement; however it is not without its limitations. 
Participants may be influenced by social desirability, the tendency to want to 'look
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good' (Coolican, 1999) or by the experimenter demand effect whereby they want to 
please the researcher. The evaluation apprehension effect can also occur, leading 
participants to 'fake good' and give impressions of themselves as open-minded. On the 
other hand direct measures are open to 'faking bad' and participants disclosing 
inaccurate attitudes. Finally, respondent sensitization can occur, where the process of 
responding to questions leads to nonexistent attitudes becoming existing attitudes 
(Antonak & Livneh, 2000). Steps were taken to reduce the impact of the above 
limitations; the researcher was not known by participants, the questionnaires were 
anonymous and questions were reverse scored.
A further constraint of this study lies with the limits to which it contributes to stigma 
research as a whole. Although hypotheses 1-3 were supported in relation to the mental 
illness label they were not supported for the learning disability label, despite a 
relationship being found between attitudes and prototypes for both of these groups. 
Therefore, although a relationship may exist between prototypes and attitudes for 
other stigmatised groups, the finding that people generate group prototypes of people 
with severe impairments may not be applicable to other stigmatised groups. Further 
research is required to explore this phenomenon in more detail. Until this research is 
conducted the findings from this study can only be applied to the stigma attached to 
mental illness.
4.7 Future Research
Recommendations to improve this study have already been referred to, these include 
incorporating a knowledge questionnaire, indicating the case vignette referent’s age, 
and using an assessment appropriate for measuring attitudes towards both people with 
mental illness and learning disabilities. Some potential avenues for further research 
have also been mentioned above, such as exploring the relationship between attitudes 
and behaviour and the relationship between prototypes and behaviour, and exploring 
whether mental illness attitude research exaggerates negative attitudes as it is 
measuring attitudes towards severe mental illness not mental illness per se.
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In following on from this study, a useful next step would be to explore the extent to 
which prototype theory is applicable to other stigmatised groups. The results from the 
study indicate the role of prototype theory in understanding the cause of mental illness 
stigma however these results were not replicated in relation to people with learning 
disabilities. Further research on other stigmatised groups would supplement 
understanding about prototype theory in relation to stigma and would explore the 
circumstances under which people define stigmatised groups according to prototypes 
and the situations in which the prototypes generated are representative of severe 
conditions or impairments.
For this study to be more useful in reducing stigma it may be valuable to compare 
general information with information on the diversity of mental illness severity and 
conditions in order to assess which information is more effective in reducing stigma. 
This study suggests that information on the diversity of mental illness may impact on 
people’s mental illness prototypes which have been found in this study to be directly 
related to attitudes. This research could be informative in indicating the most effective 
ways for services, campaigns and policies to portray people with mental illness in 
order to reduce stigma. Currently, it is debatable as to what type or sort of 
information about mental illness is effective in reducing stigma (Penn et al, 1994) - 
this research could make a useful contribution to enlightening this debate.
Finally, much of the literature on stigma and mental illness has used quantitative 
methods to explore this phenomenon, and a move toward using qualitative methods 
could provide a useful insight into this area of research. Qualitative research could be 
useful in exploring client’s experiences of clinicians’ awareness and understanding of 
stigma, how clinicians incorporated and considered it in relation to the client’s 
treatment, and how this affected the therapeutic relationship. This research could also 
be used to investigate the extent to which client’s understanding of their diagnosis and 
the meaning they attribute to it was explored at the time of diagnosis, and the 
subsequent impact this has had on the client’s engagement with the service. This 
research would provide clinicians with clients’ perspectives on useful ways to deal 
with the issue of stigma within the therapeutic relationship. At present, the extent to 
which stigma is openly discussed between clinicians and clients is unclear. By not
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discussing this issue clinicians may be neglecting an important aspect of the person’s 
experiences. Gaining client’s views on how they would like clinicians to address this 
issue may be informative for developing ways of incorporating this issue into practice.
4.8 Conclusion
The results of this study are encouraging. At present the existing literature proposes 
numerous causes for stigma, however these proposals are tentative and have little 
empirical evidence to support them. This study proposes an innovative and alternative 
explanation for the cause of stigma which has been found to be supported in relation 
to the stigma associated with the group label mental illness. It is unclear as the extent 
that this explanation can be generalised to the stigma of other groups, as this study did 
not replicate its findings in relation to people with learning disabilities. Further 
research is required in order to explore the extent to which this explanation is relevant 
and applicable to other stigmatised groups. However, in relation to the stigmatization 
of people with mental illness this study provides new insight into the reasons why this 
group may be stigmatised. It also has theoretical implications for stigma research, as 
well as clinical implications for campaigns aimed at reducing stigma, mental health 
services, clinicians and most importantly people with mental illness.
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B usiness D escription N o. o f  Q uestionnaires 
C om pleted
Buy and sell business land
W orking with the job centre
Engineering design consultants
Occupational health care
Corporate health and fitness providers
Maine products
Builders
58W ebsite design and management
Sell airport parking spaces
Electrical
Finance
M ortgage advisors
Admin
Hauliers
Plumbing and heating
Freight forwarding
Transport company
Insurance
Virtual business tours for education and business
IT consultancy
Specialist in company formation
Import/ Export
Cut and sew  and clerical clothing
M obile environment task force teams
D esign, build and install aquariums
Candle making
Projector screens and projectors
Builders
Suspended ceilings
Provides carpeting and flooring to commercial and residential 
properties
Building contractors
Provides spas and pools
Electronic distributors
D esign and print publishers
Caterers
Film and media industry for region
Electrical contractors 15
Gardening 3
Finance customer services 30
Public relations 5
W ebsite space sales 15
Car sales 3
Immigrations 6
Speaker design and manufacturers 10
Pharmaceutical manufacturers 10
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N on-businesses N o. o f  Q uestionnaires 
C om pleted
Mother and toddlers group 3
Secondary school- teachers and assistants 20
Secondary school- teachers and assistants 5
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Ethics Committee
21 July 2005
Ms Kelly Davey 
Department of Psychology 
School of Human Sciences
Dear Ms Davey
An exploration of the stigmatisation process: are peopled attitudes towards 
labelled groups related to their conceptualisation of a prototype of that group? 
fEC/2005/54/PSYCH)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical 
opinion for the above research on the basis described in the submitted protocol and 
supporting documentation.
Date of confirmation of ethical opinion: 21 July 2005
The list of documents reviewed and approved by the Committee is as follows:-
Document Type: Application 
Dated: 07/06/05 
Received: 09/06/05
Document Type: Research Protocol 
Version: 1 
Dated: 06/05 
Received: 09/06/05
Document Type: Appendix I & II -  Insurance Documents 
Dated: 06/05 
Received: 09/06/05
Document Type: Appendix III -  The Questionnaire 
Dated: 06/05 
Received: 09/06/05
Document Type: Your Response to the Committee’s Comments 
Dated: 06/07/05 
Received: 13/07/05
Document Type: Amended Protocol 
Version: 2 
Dated: 07/05 
Received: 13/07/05
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This opinion is given on the understanding that you will comply with the University's 
Ethical Guidelines for Teaching and Research, and with the conditions set out 
below:
1. That you provide further reassurance that the volunteers will be randomized into 
the three groups. Your response (question 4 of your letter dated 6 July 2005) is 
unclear, as it reads as if allocation is being done by you rather than using a 
randomization process.
2. That you provide a more explicit statement to justify the sample size, i.e. clarify 
what your ‘medium size’ effect of 0.25 in terms of the size of the difference 
between group means and within group variability for the measures that you are 
using. It is not as you state a demonstration * ...that any significant differences 
found between the groups have not occurred by chance but occurred as a 
result of the factors being manipulated*.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier 
than expected, with reasons.
I would be grateful if you would confirm, in writing, your acceptance of the 
conditions above and also provide written clarification of the two points.
You are asked to note that a further submission to the Ethics Committee will be 
required in the event that the study is not completed within five years of the above 
date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethic Committee 
Dr M Finlay, Supervisor, Dept of Psychology
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22 Enbrook Road
Sandgate
Kent
CT20 3NS
For the attention Mrs Catherine Ashbee
University of Surrey Ethics Committee
The Registry
Guildford
Surrey
GU2 7XH
9th August 2005
Dear Mrs Ashbee,
Re: An exploration of the stigmatisation process; are peopled attitudes towards 
labelled groups related to their conceptualisation of a prototype of that group? 
(EC/2005/54/PS Y CEO
i L
Further to your letter dated 5 August 2005, I am writing to accept the conditions 
specified within the University’s Ethical Guidelines for Teaching and Research and 
within your letter.
I am also writing to provide written clarification of the two points raised within your 
letter. My response to your comments is as follows:
1. That you provide further reassurance that your volunteers will be randomised 
into three groups. Your response (question 4 of your letter dated 6 July 2005) is 
unclear, as it reads as if allocation is being done by you rather than by using a 
randomisation process.
Subjects will be assigned to one of three groups by a process of random assignment. 
This has been defined by Schweigert (1994) as ‘Allocation of subjects to experimental 
conditions within in an investigation in such a way that each subject is equally likely 
to be assigned to each condition’. This will be achieved by all 159 questionnaires 
being shuffled into a random order therefore, the group to which each participant will 
be assigned will be determined randomly and equivalent groups will be obtained.
2. That you provide a more explicit statement to justify the sample size, i.e. clarify 
what your ‘medium size’ effect of 0.25 in terms of the size of the difference 
between group means and within group variability for the measures that you are 
using. It is not as you state a demonstration ‘...that any significant differences 
found between the groups have not occurred by chance but occurred as a result 
of the factors being manipulated’.
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Coe (2000) reports that an ‘Effect Size’ is simply a way of quantifying the difference 
between two groups. For example, if one group has had an ‘experimental’ treatment and 
the other has not (the ‘control’), then the Effect Size is a measure of the effectiveness of 
the treatment. Effect Size uses the idea of ‘standard deviation’ to contextualise the 
difference between the two groups. Standard deviation is a measure of how spread out a 
set of values are. The Effect Size is the difference between the mean values of the two 
groups, divided by the standard deviation.
One way to interpret effect sizes is to compare them to the effect sizes of differences that 
are familiar. For example, Cohen (1969, p23) describes an effect size of 0.25 as 
‘medium’ when using an ANOVA. Therefore, in this study 159 participants are required 
In order to demonstrate a medium effect size of 0.25
I hope that this provides clarification of these issues. If you have any further questions 
then please contact me either by phone (07810 447686) or via e-mail 
(psm2@surrey.ac.uk).
Yours Sincerely,
Kelly Davey (Miss) Mick Finlay
Trainee Clinical Psychologist University Supervisor
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Uni
University of Surrey
Questionnaire - Introduction
I a m  a  T r a i n e e  C l i n i c a l  P s y c h o l o g i s t ,  s t u d y i n g  f o r  a  P s y c h D .  in  C l i n i c a l  P s y c h o l o g y  a t  t h e  U n i v e r s i t y  o f  
S u r r e y .  A s  p a r t  o f  m y  t h ir d  y e a r  r e s e a r c h ,  I a m  c o n d u c t i n g  a  s t u d y  t o  e x p l o r e  p e o p l e ’s  u n d e r s t a n d i n g  a n d  
v i e w s  o f  c e r t a i n  g r o u p s .  Y o u r  p a r t i c i p a t i o n  in  t h i s  s t u d y  w o u l d  r e a l l y  b e  a p p r e c i a t e d .  T h e  s t u d y  i n v o l v e s  
y o u  c o m p l e t i n g  t h i s  q u e s t i o n n a i r e ,  w h i c h  w i l l  t a k e  a p p r o x i m a t e l y  1 5  m i n u t e s .
T h e  e n t i r e  q u e s t i o n n a i r e  i s  a n o n y m o u s  a n d  p o t e n t i a l  i d e n t i f y i n g  d e t a i l s  w i l l  b e  r e p o r t e d  o n l y  in  s t a t i s t i c a l  
f o r m .  A t  n o  t i m e  w i l l  t h e  i n f o r m a t i o n  s o u g h t  f r o m  t h e  q u e s t i o n n a i r e  b e  g i v e n  t o  a  t h ir d  p a r t y .  A l l  d a t a  w i l l  b e  
h a n d l e d  in  a c c o r d a n c e  w i t h  t h e  D a t a  P r o t e c t i o n  A c t  1 9 9 8 .
P a r t i c i p a t i o n  in  t h e  r e s e a r c h  i s  c o m p l e t e l y  v o l u n t a r y  a n d  y o u  h a v e  t h e  r i g h t  t o  w i t h d r a w  f r o m  t h e  s t u d y  a t  
a n y  t i m e ,  e v e n  a f t e r  y o u  h a v e  s t a r t e d  f i l l i n g  in  t h e  q u e s t i o n n a i r e .  I f  y o u  d o  n o t  w i s h  t o  p a r t i c i p a t e  in  t h e  
s t u d y ,  d o  n o t  fill in  t h i s  q u e s t i o n n a i r e ,  a s  b y  c o m p l e t i n g  t h e  q u e s t i o n n a i r e  y o u  w i l l  b e  c o n s e n t i n g  t o  y o u r  
i n v o l v e m e n t  in  t h e  r e s e a r c h .
P l e a s e  r e t u r n  y o u r  c o m p l e t e d  q u e s t i o n n a i r e  t o  m e  u s i n g  t h e  l a b e l e d  b o x  p r o v i d e d  a t  y o u r  p l a c e  o f  w o r k .
If  y o u  h a v e  a n y  q u e s t i o n s  a b o u t  t h i s  q u e s t i o n n a i r e ,  m y  r e s e a r c h  o r  t h e  o u t c o m e  o f  t h i s  s t u d y  p l e a s e  
c o n t a c t  m e  a t :
K e l l y  D a v e y ,  T r a i n e e  C l i n i c a l  P s y c h o l o g i s t ,
D e p a r t m e n t  o f  P s y c h o l o g y ,  U n i v e r s i t y  o f  S u r r e y ,  G u i l d f o r d  G U 2  7 X H  
T e l e p h o n e :  0 1 4 8 3  4 5 6 9 7 7  E . m a i l :  p s m 2 k d @ s u r T e v . a c . u k
S u p e r v i s e d  b y :  M i c k  F i n l a y  
E . m a i l :  w . f i n l a v @ s u r r e v . a c . u k
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Questionnaire - Part 1
Harry has a mental illness.
Please answer the following questions about Harry by putting a tick 
in the box that best represents your response.
Residential Own Hospital With Secure Supported
Home Home his unit Housing
parents or
prison
1 W here  do  you think Harry is m ost a □ a □ Q a
likely to  live?
People with His On his Family Support With
a  mental partner ov/n Staff Fnends
illness
2 Who do you think Harry is m ost Q a □ □ □ □
likely to  live with?
■ M lW lM f
None A lot
1 2 3 4 5 63 How many friends do you think Q Q □ □ Q Q
Harry h as?
Unlikely Ukely
a a t f a i i i i i i w p litlB B S I H M l i H B M I 64 Do you think Harry is good at:
(a) Communicating with others Q a a a a a
(b) Using public transport □ a □ □ a □
(c) Attending to  personal hygiene a □ a □ □ □
(d) Managing his money a □ a a □ □
5 Do you think Hairy h as any hobbies □ □ a □ □ □
or in terests?
6 Do you think Harry engages in □ □ a a a a
leisure activities o r socializing?
7 Do you think you wouid notice Q □ a □ Q □
Harry had a mental illness if you 
saw  him?
8 Given th at Harry has a mental 
illness which condition(s) do you 
think Harry may have?
(Tick a s  m any responses a s  you v/ish)
Anxiety.............................
Agoraphobia..............
Cerebral P alsy ..........
Depression ..................
Down's Syndrome. 
Manic Depression.
S tress ................................
Brain D am age..........
Dyslexia..........................
Alcoholism ....................
□  Anorexia N ervosa .......................... □
□  Asthm a ..................................................... □
□  Autism ........................................................ Q
□  Alzheimer's d ise a se   □
Q Developmental Delay  □
a  Epilepsy.................................................... a
E  Schizophrenia..................................... ^
a  Attention Deficit Hyperactivity
^  Disorder.................................................... ^
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Q u e s tio n n a ire  - P a r t  2
Please answer the following Questions by putting a tick in the box that best represents your response.
1 ! People with mental illness have unpredictable behaviour. ;
Totally
Disagree
□
ASmst
Totally
Disagree
a
Sometimes
Agree
s i >' '
Almost
Totally
Agree
p  □
Totally
Agree
/  Q"
2 If people become mentally 111 once, they will easily become □ a Q □ □
3
ill again.
if a mental Health facility is se t up in my street or □ a r  " Q ' : 1 □
. community, i will move out of the community.
4 Even after a person with mental illness is treated, 1 would □ □ □ □  ’ □
5
still be afraid to be around them.
j Mental patients and other patients should not be treated in ^ □ □ □ I ■. □ □
the sam e hospital. l l lS p ljll * i
6 When a spouse is mentally HI, the law should allow forthe □ □ □ a □
7
other spouse to file for divorce.
! People" with mental illness tend to be violent. • • q  - *: □ r  " 'o r Q
8 People with mental illness are dangerous □ □ □ □ □
9 ■ People with mental illness should be feared. □  ” ■ □ □ □ □
10 it is not appropriate fo ra  person with mental illness to get □ a □ Q □
11
married.
: Those who have mental illness cannot fully recover a □ ; - a : □ □
12 Those who are mentally ill should not have children. □ a a ' □ ' □ ' ’
13 . r There is no future for people with mental illness. o - □ : o'" 'i □' ; ’ □
14 People with mental iiiness can hold a job. □ a □ Q □
15 ;s The care arid support of family and friends can help "f •a . □ O Q □ '
>?•people with mental ijiness to get rehabilitated. ... ...
16 Businesses and the community (including the □ a □ □
17
government) should offer jobs to people with mental 
illness.
: After a person is treated for mental illness they can return ,! ' 9 ' □ :• '  o □  *:
, to their former Job position. , „ * t l M t l l f j l l w ' w '‘l
18 The best way to help those with a mentai illness to a □ □ a □
19
recover is to let them stay in the community and live a 
normal life.
After people with mental illness are treated and □ □
-• Q- -r /o
rehabilitated, we stiil should not make friends with them. \
20 After people with mental illness are treated, they are still a □ □ □ □
21
more dangerous than other people.
It is possible for anyone to have a mental illness. □ □ a  '
22 It is harder for those who have a menta! illness to receive a □ □ □ ■ -  ..
23
the same pay for the same job.
’ After treatment it is difficult for the mentally ill to return to  - □ □
i
; a
24
. the community.
People are prejudiced towards those with a mental iiiness. □ □ □ □ .....a
25 it is hard to  have good friends if you have a mental illn e ss ,, ; □ Q □ a a .
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Questionnaire - Part 3
Sarah has a learning disability.
Please answer the following questions about Sarah by putting a tick 
in the box that best represents your response.
(N o t e :  T h e  t e r m  le a r n in g  d is a b i l i ty  i s  u s e d  in  t h e  U K , p r e v i o u s l y  in  t h e  U K  t h e  te r m  m e n t a l  h a n d ic a p  w a s  u s e d .  
In t h e  U S A  t h e  t e r m  u s e d  i s  m e n t 3 l  r e ta r d a t io n ) .
Residential
Home
Own
Home
Hospital With
her
parents
Secure
unit
or
prison
Supported 
Housing |iI
W here do  you  think Sarah  is m ost 
likely to  live?
□ □ a a □ □ |
People with 
a teaming 
disability
Her
partner
On her 
own
Family Support
Staff
with : 
Friends I
•
Who do you think Sarah is m ost 
likely to  live w ith?
□ □ □ a a □ j
A lot
None
1
□
Unlikely
2 3 4 5 6
How m any friends do you think 
Sarah has?
Q □ Q • □ □
Likely
Do you think Sarah  is good at:
— i i f i i l l l i S R B t I1MHM 6 :
(a) Communicating with o thers a Q a □ a □ i
(b) Using public transport a □ □ a a □ :
(c) Attending to  personal hygiene a a □ Q Q □ s
(d) Managing her m oney a □ □ □ a a
Do you think Sarah h as any hobbies □ □ a a a □
or in terests?
6 Do you think Sarah engages in 
leisure activities o r socializing?
7 Do you think you would notice 
Sarah had a  learning disability if 
you saw  her?
8 Given th at Sarah h as a  learning 
disability which condition(s) do you 
think sh e  may have?
(Tick a s  m any respon ses  a s  you  wish)
□
Anxiety................................................. □
Agoraphobia................................... □
Cerebral P alsy ............................. □
D epression .................................... Q
Down's Syndrom e  a
Manic D epression   a
S tress ................................................. B
Brain D am age ............................. ^
Dyslexia............................................ —
Alcoholism .......................................... u
□
Anorexia N en/osa ........................ □
Asthm a ................................................... □
Autism ...................................................... □
Alzheimer's d ise a se   a
Developmental D elay   a
Epilepsy.................................................. a
Schizophrenia................................... ^
Attention Deficit Hyperactivity 
Disorder................................................... a
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r
Questionnaire -  Part 4
Please answer the following questions b y  putting a tick in the box that best represents your response.
Strongly
Agree
1
Agree
2
Probably
Agree
3
No 
Opinion 
■ 4
Probably
Disagree
5
Disagree
6
Strongly
Disagree
7
1 People with learning disabilities should be 
treated the same as everybody else.
□ ‘ □ □ T  Q ' □ □ □
2 Peopie with (earning disabilities should be 
kept away from other peopie.
□ □ a □ □ □ □
3 = People with learning disabilities should be □ ;; □ □ □ □ □
given every opportunity to integrate into 
the community. I g lB i l j l
4 Children should be protected from people 
with learning disabilities in case  they are 
harmed.
□ □ □ □ □ □ a
5 If I lived near a house for people with 
learning disabilities, i would treat them 
the same as other neighbors.
□ □ □ □ □ □ □
: .
s is i i i i i i i f
6 People with learning disabilities are more 
aggressive than other people.
a □ a a a □ a
7 People with learning disabilities need 
special treatment, so  they should be kept
□ a □ □ □ □ a
away from everyone else. * *<«,!» lllilSlllBlI
8 Children should be encouraged to meet 
peopie with learning disabilities so  they 
can learn of others’ difficulties.
□ □ □ □ a □
9 The capabilities of people with learning 
- disabilities should be encouraged so  they 
can live full lives with everyone else.
□ □
A L , , * i
□ □
i  £*£1^ 11111
a □
I f lB ll l l
a
10 If i lived near a house for people with 
learning disabilities, i would keep away 
from the residents.
a a a □ □ □ a
'11 People with learning disabilities are not to 
; be trusted. - ,
□ □ •i □  . a a a
12 1 would welcome a house for peopie with 
learning disabilities in my s tre e t
□ a a a □ □ a
13 , i People with learning disabilities iiving in 
■ : my neighborhood would tend to  lower the 
; value of the property, \
Q
i ,
~ r  a"-;,;i □ □ u □
14 People with learning disabilities have a 
right to education.
□ a a □ a a □
15 ; Community residences should be outside 
: town limits to help protect from the 
dangers of in-town iiving. ,
□ □ □ □ □ □ □
16 A parent should allow his/her child to piay 
with a learning disabled child.
□ a a □ □ □ □
17 Most peopie with learning disabilities are 
better off in an institution with others of 
- their own kind.
□ '<- o ’ " ; □ a □
i i i l i iM i i
□
i ,
18 A learning disabled person can live ju st 
as useful a life as another person.
Q □ □ a □ □ □  .
19 1 can see myself having som eone with a 
learning disability as a true friend..
□ ';i a  V □ ; Q a □ □
20 All too often, moral weaknesses and 
learning disabilities go hand in hand.
a a □ □ □ a a
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Background Information
Please complete the following demographic questions.
1 Age 2 Gender
Y e a r s  Female. . . . . . . . . . . . . . . . . . . . . . . .  □
Male. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  □
3 How would you describe your ethnic 4 Which of these best describes you
origins?’ current marital status?
White. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Single. . . . . . . . . . . . . . . . . . . . . . . . . □
Mixed. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  □ Married. . . . . . . . . . . . . . . . . . . . . . . a
Asian or Asian British. . . . . . . . . □ Divorced. . . . . . . . . . . . . . . . . . . . . □
Black or Black British. . . . . . . . . □ Separated. . . . . . . . . . . . . . . . . . . a
Chinese. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . a Living with partner..... U
Any other ethnic group 
(please specify)
□ Widowed. . . . . . . . . . . . . . . . . . . . . u
'The format of this question is taken from the 2001 UK census.
Thank you for completing this questionnaire.
If y o u  h a v e  b e e n  a f f e c t e d  in  a n y w a y  b y  c o m p l e t i n g  t h i s  q u e s t i o n n a i r e  a n d  y o u  w i s h  t o  s e e k  s u p p o r t  o r  
d i s c u s s  t h i s  f u r t h e r  p l e a s e  f e e l  f r e e  t o  c o n t a c t  m e  o r  a l t e r n a t i v e l y  p h o n e  t h e  M e n c a p  H e l p l i n e  o n  0 8 0 8  
8 0 8  1 1 1 1  o r  t h e  M in d  H e l p l i n e  o n  0 8 4 5  7 6 6  0 1 6 3 .
X ............................................................... ............................................................................
If you would like to be provided with the results of this research then please complete this slip. Once you 
have completed the slip, tear ft off and post-it in the labeled box at your place of work. Detaching the slip 
will ensure that your questionnaire remains completely anonymous.
Name ............................................................ ......
Address .............................................       ,...
E-mail
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APPENDIX 5 
Clinicians’ Responses to Piloted Questions
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Mental Illness- 
Condition
Yes (%) No (%)
Anxiety 22 (95.7) 1 (4.3)
Agoraphobia 22(95.7) 1 (4.3)
Cerebral Palsy 1 (4.3) 22 (95.7)
Depression 22(95.7) 1 (4.3)
Down’s syndrome ... 0(0) 23 (100)
Manic Depression 22(95.7) 1 (4.3)
Stress 6(26.1) 17(73.9)
Brain Damage 1 (4.3) 22 (95.7)
Dyslexia 0(0) 23 (100)
Alcoholism 10(43.5) 13 (56.5)
Anorexia Nervosa 20 (87.0) 3(13.0)
Asthma 0(0) 23 (100)
Autism - 1 (4.3) 22 (95.7)
Alzheimer’s Disease 5(21.7) 18(78.3)
Developmental Delay 1 (4.3) 22 (95.7)
Epilepsy 1 (4.3) 22 (95.7)
Schizophrenia 23 (100) 0(0)
ADHD 7 (30.4) 16(69.6)
Total 164 (39.6) 250 (60.4)
Learning Disability- 
Condition
Yes (%) No (%)
Anxiety 0(0) 23 (100)
Agoraphobia 0(0) 23 (100)
Cerebral Palsy 10(43.5) 13 (56.5)
Depression 0(0) 23 (100)
Down’s syndrome 22 (95.7) 1 (4.3)
Manic Depression 0(0) 23 (100)
Stress 0(0) 23 (100)
Brain Damage 12 (52.2) 11(47.8)
Dyslexia 12 (52.2) 11 (47.8)
Alcoholism 0(0) 23 (100)
Anorexia Nervosa 0(0) 23 (100)
Asthma 0(0) 23 (100)
Autism 19(82.6) 4(17.4)
Alzheimer’s Disease 0(0) 23 (100)
Developmental Delay 22 (95.7) 1 (4.3)
Epilepsy 1 (4.3) 22 (95.7)
Schizophrenia 0(0) 23 (100)
ADHD 3 (13.0) 20 (87.0)
Total 101 (24.4) 313 (75.6)
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APPENDIX 6 
Attitude Scale for Mental Illness
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Attitude Scale fo r  Mental Illness
(A modified version o f the questionnaire, Opinions about Mental Illness in the 
Chinese Community (OMICC) (Ng & Chan, 2000)).
Legendfor Questionnaire:
S - Separatism
St - Stereotyping
R - Restrictiveness
B - Benevolence
P - Pessimistic prediction
Stig - Stigmatization
1. (S) People with mental illness have unpredictable behavior.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
2. (S) If people become mentally ill once, they will easily become ill again.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
3. (S) If a mental health facility is set up in my street or community, I will move 
out of the community.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
4. (S) Even after a person with mental illness is treated, I would still be afraid to 
be around them.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
5. (S) Mental patients and other patients should not be treated in the same 
hospital.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
6. (S) When a spouse is mentally ill, the law should allow for the other spouse to 
file for divorce.
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a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
7. (S) People with mental illness tend to be violent.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
8. (S) People with mental illness are dangerous.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
9. (S) People with mental illness should be feared.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
10. (St) It is easy to identify those who have a mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
11. (St) You can easily tell who has a mental illness by the characteristics of their 
behavior.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
12. (St) People with mental illness have a lower I.Q.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
13. (St) All people with mental illness have some strange behavior.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
14. (R) It is not appropriate for a person with mental illness to get married.
a. Totally disagree
248
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b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
15. (R) Those who have a mental illness cannot fully recover.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
16. (R) Those who are mentally ill should not have children.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
17. (R) There is no future for people with mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
18. (B) People with mental illness can hold a job.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
19. (B) The care and support of family and friends can help people with mental 
illness to get rehabilitated.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
20. (B) Corporations and the community (including the government) should offer 
jobs to people with mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
21. (B) After a person is treated for mental illness they can return to their former 
job position.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
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22. (B) The best way to help those with a mental illness to recover is to let them 
stay in the community and live a normal life.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
23. (B) After people with mental illness are treated and rehabilitated, we still 
should not make friends with them.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
24. (S) After people with mental illness are treated, they are still more dangerous 
than normal people.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
25. (B) It is possible for everyone to have a mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
26. (B) We should not laugh at the mentally ill even though they act strangely.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
27. (P) It is harder for those who have a mental illness to receive the same pay for 
the same job.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
28. (P) After treatment it will be difficult for the mentally ill to return to the 
community.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
29. (P) People are prejudiced towards those with mental illness.
a. Totally disagree
b. Almost totally disagree
250
Volume 1 Research
c. Sometimes agree
d. Almost totally agree
e. Totally agree
30. (P) It is hard to have good friends if you have a mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
31. (Stig) It is seldom for people who are successful at work to have a mental 
illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
32. (Stig) It is shameful to have a mental illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
33. (Stig) Mental illness is a punishment for doing some bad things.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
34. (Stig) I suggest that those who have a mental illness do not tell anyone about 
their illness.
a. Totally disagree
b. Almost totally disagree
c. Sometimes agree
d. Almost totally agree
e. Totally agree
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Results of Tests of Normality
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Recommended statistical procedures were followed to test whether the data was 
normally distributed (Field, 2005). The frequency distributions of each group’s total 
scores on each scale were examined using graphical and statistical methods. 
Inspection of Q-Q plots and histograms indicated that group scores for each scale of 
the questionnaire did not significantly deviate from normality. Skewness and Kurtosis 
scores for each group on each scale of the questionnaire were calculated and were 
converted to z scores (See table below). As recommended by Field (1995) logarithmic 
transformation was performed on the age variable to reduce skewness and kurtosis. 
The converted z scores were all below the recommended upper threshold of 3.29 
(Field, 2005), indicating that the data is not significantly skewed (P<.001).
Group Skewness 
(Standard Error)
z
score
Kurtosis 
(Standard Error)
z
Score
MEPQ
Severe .552 (.297) 1.86 .186 (.586) 0.32
Mild -.062 (.330) -1.88 -1.038 (.650) -1.60
Unspecified .430(3.16) 0.14 -.485 (.623) -0.78
ASMI
Severe .281 (.297) 0.95 .001 (.586) 0.00
Mild -.200 (.330) 0.61 -.962 (.650) -1.48
Unspecified -.957(3.16) -0.30 1.208 (.623) 1.94
LDPQ
Severe -.204 (.297) -0.69 -3.29 (.586) 0.56
Mild -.313 (.330) -0.95 -.824 (.650) -1.27
Unspecified -.218 (.316) -0.69 -.652 (.623) -1.05
ALD
Severe -.311 (.297) 1.05 -.337 (.586) -0.58
Mild -.881 (.330) -2.67 .672 (.650) 1.03
Unspecified -.673 (.316) -2.13 -.702 (.623) -1.13
Age
Severe 1.127 (.293) 3.85 .653 (.578) 1.130
Mild 1.182 (.316) 3.74 1.197 (.623) 1.921
Unspecified 1.350 (.311) 4.34 2.466 (.613) 4.02
Age
(Transformed)
Severe .504 (.293) 1.72 .352 (.578) 0.61
Mild .369 (.316) 1.17 -.215 (.623) -0.35
Unspecified 1.33 (.311 0.43 .396 (.613) 0.65
All Groups .370 (.180) 2.06 .364 (.357) 1.02
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Partial Correlations between the Dependent Variables
MIPS ASMI LDPS
ASMI
.568 (n=174)**
LDPS .393 (n=174)** .281 (n=175)**
ALD .404 (n=175)** .510 (n=177)** .447 (n=176)*
(* = Significant P <.05 **= Significant P<.001) 
ANOCOVA Tests o f Differences between Groups on Scales
Mean
(sd)
Severe
Group
(n=65)
Unspecified
Group
(n=57)
Mild
Group
(n=52)
F-Value Df P value Eta
squared
MIPS 24.88
(7.19)
28.07
(8.77)
35.09
(7.19)
21.78 2 .000** .21
ASMI 91.67
(10.53)
93.91
(14.93)
101.49
(14.00
12.82 2 .000** .13
LDPS 32.80
(9.29)
33.53
(10.03)
36.43
(9.91)
1.94 2 .139 .02
ALD 113.90
(14.84)
119.36
(12.62)
118.48
(14.94)
3.07 2 .049* .04
(* p<.05 ** p<.001)
Bonferroni Post hoc Tests o f Group Differences on Scales
Groups Compared MIPS ASMI ALD
P Value P Value P Value
Severe Mild .000** .000** .184
Mild Unspecified .000** .002* 1.00
Unspecified Severe .66 .517 .069
(* p<.05 ** p<.001)
Partial Correlations between Attitudes and Prototypes
Group
AMI & MIPS ALD & LDPS
Correlation 
Coefficient (r) r2
Correlation 
Coefficient (r) r2
Severe .356 * (n=62) .13 .513**(n=64) .26
Mild .561** (n=50) .31 .404*(n= 52) .16
Unspecified .514** (n=56) .26 .401* (n=54) .16
All Groups .568**(n=174) .32 .447** (n=176) .20
(* p<.05 ** p<.001)
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Mental Illness- 
Conditions
Severe Group Mild Group Unspecified Group
Yes (%) No (%) Yes (%) No (%) Yes (%) No (%)
Anxiety 29 (44.6) 36 (55.4) 43 (79.6) 11 (20.4) 36(61.0) 23 (39.0)
Agoraphobia 18(27.7) 47 (72.3) 23 (42.6) 31 (57.4) 20 (33.9) 39(66.1)
Cerebral Palsy 16(24.6) 49 (75.4) 2(3.7) 52 (96.3) 9(15.3) 50 (84.7)
Depression 37 (56.9) 28 (43.1) 38 (70.4) 16(29.6) 45 (76.3) 14(23.7)
Down’s syndrome 11 (16.9) 54 (83.1) 5 (9.3) 49 (90.7) 15(25.4) 44 (74.6)
Manic Depression 34 (52.3) 31 (47.7) 9(16.7) 45 (83.3) 32 (54.2) 27 (45.8)
Stress 18(27.7) 47 (72.3) 34(63.0) 20 (37.0) 21 (35.6) 38(64.4)
Brain Damage 34 (52.3) 31 (47.7) 12 (22.2) 42 (77.8) 18(30.5) 41 (69.5)
Dyslexia 3 (4.6) 62 (95.4) 10(18.5) 44 (81.5) 9(15.3) 50 (84.7)
Alcoholism 12(18.5) 53 (81.5) 10(18.5) 44 (81.5) 13 (22.0) 46 (78.0)
Anorexia Nervosa 8(12.3) 57 (87.7) 12 (22.2) 42 (77.8) 13 (22.0) 46 (78.0)
Asthma 2(3.1) 63 (96.9) 1 (1.9) 53 (98.1) 4 (6.8) 55 (93.2)
Autism 26 (40.0) 39 (60.0) 19(35.2) 35 (64.8) 19(32.2) 40 (67.8)
Alzheimer’s Disease 25 (38.5) 40 (61.5) 5 (9.3) 49 (90.7) 14(23.7) 45 (76.3)
Developmental Delay 16(24.6) 49 (75.4) 12 (22.2) 42 (77.8) 16(27.1) 43 (72.9)
Epilepsy 5 (7.7) 60 (92.3) 13(24.1) 41 (75.9) 8(13.6) 51 (86.4)
Schizophrenia 42 (64.6) 23 (35.4) 17(31.5) 37 (68.5) 37 (62.7) 22 (37.3)
ADHD 20 (30.8) 45 (69.2) 20 (37.0) 34 (63.0) 22 (37.3) 37 (62.7)
Total 356
(30.4)
814
(69.6)
285
(29.3)
687
(70.7)
351
(33.1)
711
(66.9)
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L earn ing  D isability-  
C onditions
Severe G roup M ild  G roup U nspecified  G roup
Y es N o Y es N o Y es N o
Anxiety 6 (9.4) 58 (90.6) 12(21.4) 44 (78.6) 11 (19.6) 45 (80.4)
Agoraphobia 0(0) 64(100) 2(3.6) 54 (96.4) 2 (3.6) 54 (96.4)
Cerebral Palsy 14(21.9) 50 (78.1) 11 (19.6) 45 (80.4) 12(21.4) 44 (78.6)
Depression 9(14.1) 55 (85.9) 4(7.1) 52 (92.9) 8(14.3) 48^85.7)
D ow n’s syndrome 28 (43.8) 36 (56.3) 18(32.1) 38 (67.9) 20 (35.7) 36 (64.3)
M anic Depression 2(3.1) 62 (96.9) 3 (5.4) 53 (94.6) 2(3.6) 54 (96.4L
Stress 9(14.1) 55 (85.9) 7(12.5) 49 (87.5) 9(16.1) 47 (83.9)
Brain Damage 31 (48.4) 33 (51.6) 18(32.1) 38 (67.9) 18(32.1) 38 (67.9)
D yslexia 36 (56.3) 28 (43.8) 33 (58.9) 23 (41.1) 36 (64.3) 20 (35.7)
Alcoholism 1 (1.6) 63 (98.4) 2(3.6) 54 (96.4) 1 (1.8) 55 (98.2)
Anorexia Nervosa 0(0) 64(100) (0) 56(100) 1 (1.8) 55 (98.2)
Asthma 0(0) 64(100) 1 (1.8) 55 (98.2) 1 (1.8) 55 (98.2)
Autism 32 (50.0) 32 (50.0) 24 (42.9) 32 (57.1) 29 (51.8) 27 (48.2)
Alzheim er’s D isease 5 (7.8) 59 (92.2) 2(3.6) 54 (96.4) 3 (5.4) 53 (94.6)
Developm ental D elay 48 (75.0) 16(25.0) 32(57.1) 24 (42.9) 34 (60.7) 22 (39.3)
Epilepsy 2(3.1) 62 (96.9) 5 (8.9( 51 (91.1) 5 (8.9) 1 51 (91.1)
Schizophrenia 3 (4.7) 61 (95.3) 6(10.7) 50 (89.3) 2(3.6) 54 (96.4)
ADH D 28 (43.8) 36 (56.3) 22 (39.3) 34 (60.7) 37(66.1) 19 (33.9)
T otal 254
(22.0)
897
(78)
202
(20.0)
806
(80.0)
231
(22.9)
777
(77.1)
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